


THE JOURNAL 


OF THE 


OKLAHOMA STATE MEDICAL ASSOCIATION 


VOLUME XXIX 


McALESTER, OKLAHOMA, OCTOBER, 1936 


Number 10 


The Choice of Surgical Procedure in Peptic Ulcer* 


Marvin E. Strout, M.D. 


POLYCLINIC HOSPITAL, 


The surgical treatment of peptic ulcer is 
a fresh and engrossing subject. The mas- 
ters of surgery have furnished us with 
highly developed and standardized tech- 
nics, but the responsibility for selecting 
from among them the procedure best suit- 
ed to his patient is still the task of the in- 
dividual operator. He has a wide selection 
of procedures and the criteria that must 
guide his choice, concern the fundamentals 
of the anatomy, physiology and chemistry 
of the digestive tract. 

In peptic ulcer we are dealing with a 
systemic disease, and hence the main ob- 
ject of the surgical attack is not to destroy 
the local lesion, but to alter the conditions 
which in the first place allowed the ulcer 
to arise and have since allowed it to per- 
sist. We do not know the ultimate cause 
of ulcer disease, but we do have sufficient 
evidence to show that if we can intervene 
successfully to do away with local irrita- 
tion, we can, generally speaking, reduce 
the disease to latency and keep it there. 
The irritation which clinical and experi- 
mental studies have shown to be con- 
cerned locally in the development and per- 
sistence of peptic ulcer are, mechanical 
and chemical, the friction of food particles 
and the erosive action of the acid secretion 
of the gastric glands. 

Conservative operative therapy has, 
therefore, turned to the problem of divert- 
ing all or part of the chyme from the ulcer 
site and of lessening the acidity of the 
gastric contents. 


*Read before the Oklahoma City Clinical Society Novem- 
ber, 1934 


OKLAHOMA CITY 


Peptic ulcer is found most commonly in 
the duodenum, especially in the bulb and 
most often on the lesser curvature of the 
bulb. In the stomach the most frequent 
sites are the lesser curvature and the py- 
lorus. An anastomosis between the stom- 
ach and the jejunum thus acts to divert 
at least a portion of the chyme from the 
site of the ulcer in the great majority of 
cases. The anastomosis serves three other 
purposes important to the cure of the ul- 
cer: it shortens emptying time, it drains 
the residual free acid promptly from the 
stomach, and it reduces gastric acidity 
by allowing freer access of the neutraliz- 
ing intestinal juices into the stomach 
through the sphincterless anastomotic 
stoma. 


The operation of gastro-enterostomy,-the 
classic operation over a period of many 
years for ulcer of the stomach or duoden- 
um, thus fulfills very well the demands of 
conservative surgery in a large number 
of cases. The condition that it creates 1s, 
however, not physiologic and it cannot be 
denied that in a considerable number of 
cases this fact gives rise to difficulties that 
destroy the value of the operation for the 
patient concerned. In so far as the pyloric 
outlet remains patent, the chyme will tend 
to return more and more to its natural 
route by way of the duodenum, restoring 
the old conditions of mechanical and 
chemical irritation. If there was a func- 
tional pyloric obstruction with dilated 
stomach at the time of operation, the suc- 
cessful effect of the gastro-enterostomy in 
protecting the ulcer from irritation is like- 
ly in the end to work its own defeat. For 
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as the irritation decreases and the pyloric 
spasm relaxes, not only does the pyloric 
opening become patent again, but. the 
stomach walls regaining their normal tone, 
the gastro-enterostomy stoma becomes 
smaller and smaller and may close alto- 
gether, exactly as a hole snipped in a rub- 
ber band will be large while the band is 
stretched but close up when the band is 
allowed to go back to its normal size. More 
serious still, the acid chyme, falling direct- 
ly on the jejunal mucosa, which is not by 
nature adapted to contact with acid, gives 
rise to jejunal ulcer in a certain percent- 
age of cases. 


Because of these disadvantages, inherent 
in gastro-enterostomy as a cure for ulcer, 
a number of other procedures have been 
devised: pyloroplasties and pyloric resec- 
tions, joining the stomach to the duoden- 
um without the interposition of the pyloric 
sphincter and conserving the physiologic 
route of the chyme, or excluding the py- 
lorus and the whole or part of the duo- 
denum altogether from the food route and 
leaving these parts closed blindly at the 
proximal end; and, lastly, partial gastrec- 
tomy. 

The last named is a distinctly radical 
procedure. Much has been written as to 
whether or not, and to what extent, it can 
be depended upon to produce anacidity or 
even a high degree of hyperacidity. The 
entire question of the secretion of acid in 
the stomach is complex. But Richter' has 
pointed out insistently that the proper 
purpose of gastric resection for ulcer is 
not reduction of acidity, but the removal 
of all that tract of stomach and duodenum 
which experience has shown to be by 
nature the region where ulcer develops. 
The antrum, pylorus and upper portion of 
duodenum have characteristics which per- 
mit them to be spoken of as one organ. 
Bevan,” for instance, points out that the 
mucosa of the lesser curvature of the 
stomach and of the duodenal bulb differs 
from that of the rest of the stomach, that 
its blood vessels are more like end arteries; 
he traces the ulcer pathogenesis to hemor- 
rhagic infarct, destroying the circulation 
in the particular area. It is the aim of the 
radical operation, Richter maintains, to 
ablate this organ for disease, somewhat on 
the principle that the gall bladder is ablat- 
ed for disease. 


This radical procedure has become the 
surgical method of choice in treating prac- 
tically all gastric and duodenal ulcers in 
the most important of the continental 
European clinics—notably those of Ger- 
many and Austria. The noted master of 
surgery—von Haberer—is its strong advo- 
cate. In this country a very few of the 
large Eastern clinics are following the 
German lead in this respect. But for the 
most part, it is emphatically true that 
American and English surgeons are hold- 
ing strongly to conservative surgery of duo- 
denal ulcer except for special indications 
and that they have by no means deserted 
conservative surgery for ulcer of the stom- 
ach. 


It would appear from a comparison of 
the German and American literature on 
ulcer that the type of ulcer disease met 
with in Germany and Austria differs from 
that commonly encountered in this coun- 
try and that this difference—a stronger 
tendency to multiple ulcers and to an ac- 
companying gastritis, which is felt to have 
an important etiological significance— 
probably explains and justifies the differ- 
ence in preferred surgical procedure. It 
has also been pointed out that those Amer- 
ican clinics where the radical operation 
stands in high favor have reported multi- 
ple ulcers and gastritis as frequent find- 
ings, and that they are largely attended by 
patients of foreign birth. 

In conservative surgery, the excision or 
destruction by cautery of the ulcer itself 
has generally been handled as a matter of 
secondary importance. It is not always 
possible to get at the ulcer or to destroy 
it without undue risk, and experience has 
shown that it is not always necessary, that 
with elimination of the factors of irrita- 
tion the ulcer often heals spontaneously. 
Blagdon and Simard*® have recently de- 
scribed the postmortem findings on two 
patients who died of intercurrent disease 
two and one-half months and fifty-seven 
days, respectively, after being operated on. 
In one patient posterior gastro-enteros- 
tomy had been performed for a large cal- 
lous ulcer of the lesser curvature of the 
stomach, near the pylorus; in the other, a 
simple burying of a perforated ulcer of the 
duodenum, with a growth as large as 4 
goose egg and firmly attached to the pan- 
creas. They found complete anatomic heal- 
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ing of the ulcer with regeneration of the 
mucosa in each case. Nevertheless, when 
the ulcer is accessible it is proper to re- 
move it or destroy it if possible. A bleed- 
ing ulcer may be sutured and enfolded and 
further protected by tabs of omentum. 
Moynihan‘ is insistent that the ulcer 
should never be left to take care of itself. 


With the multiplicity of reliably vouched 
for procedures now available, we have 
reached the point where surgical judg- 
ment is mainly concerned with the selec- 
tion of the particular operation for the 
particular case. There is, and can be, no 
method of choice for peptic ulcer. The re- 
sponsibility of the surgeon is thereby in- 
creased. He must have in the forefront of 
his mind not only the technics for the dif- 
ferent procedures but also the criteria by 
which to select the one that is the most 
appropriate. The final choice cannot be 
made from preliminary studies. It must 
be made at the operating table after the 
ulcer is located. Each case must be indi- 
vidualized. 

Individualization must be made from a 
consideration of (1), the site of the ulcer, 
(2) character and extent of the ulcer, (3) 
complications present, (4) condition of the 
patient and (5) the experience of the sur- 
geon. As complications exerting a deter- 
mining influence in the choice of surgical 
procedure, may be named: (1) pyloric ob- 
struction, (2) deformity of the duodenum, 
(3) adhesions and relations to other or- 
gans, such as the pancreas, (4) hemor- 
rhage, (5) perforation, and (6) in case of 
gastric ulcer, danger of carcinoma. 

The extensive, circatrized ulcer of the 
duodenum, deforming the latter and pro- 
ducing an organic obstruction at the py- 
lorus, is best handled by gastro-enteros- 
tomy. Organic obstruction to passage by 
the normal route is the most definite of 
all indications for this operation. In gen- 
eral, it must be said that gastro-enteros- 
tomy has given a high percentage of satis- 
factory results, and it can be expected that 
it will give still greater satisfaction in che 
future if cases for which a little more care- 
ful thought would show its unsuitability 
and those for which obviously more suit- 
able procedures have been devised are 
eliminated. Moynihan,‘ who is an upholder 
of the usefulness of gastro-enterostomy, 
insists that the ulcer must be demonstrat- 


ed before the operation is justified and 
that it should never be performed without 
the addition of some method of caring for 
the ulcer itself; his large experience has 
convinced him that it is unsafe to depend 
on spontaneous healing of the ulcer as a 
sequel of the operation. Also, he protests 
against “the immediate slapdash attack.” 
Patients with chronic duodenal ulcer are 
good surgical risks unless there has been 
a recent hemorrhage, but to keep down the 
mortality to what he feels it should be, less 
than one per cent, the patient must be pre- 
pared. McCann*® lays stress on the protec- 
tion from complications which gastro- 
enterostomy affords when the ulcer is not 
destroyed. Perforation, which he thinks oc- 
curs in about five per cent of chronic ul- 
cers, is very rare after gastro-enterostomy, 
and hemorrhage is reduced from an inci- 
dence of fifteen to twenty-five per cent 
with a mortality of three to five per cent, 
to an incidence of about nine per cent, 
with a negligible mortality. McCann has 
found simple gastro-enterostomy satisfac- 
tory in caring for ulcer situated high in 
the cardia near the esophagus, which can- 
not be resected or destroyed by cautery. 

Operations that retain the physiologic 
route through the duodenum but do away 
with the pyloric sphincter seem, theoreti- 
cally, to be nearest the ideal. The pyloric 
sphincter is above all else the factor which 
maintains conditions favorable to persist- 
ence of the ulcer. Pyloroplasty permits a 
direct attack on the ulcer, it overcomes 
pylorospasm, promotes neutralization of 
the acid gastric juice by freer entrance of 
alkaline secretions .from the intestine into 
the stomach, and it spares the jejunal mu- 
cosa contact with strong acid. Unfortu- 
nately, there are a large number of cases 
in which the situation of the ulcer and the 
complicating adhesions and deformities 
make it difficult or impossible to apply 
such procedures. A small ulcer located 
high on the anterior wall of the duodenum 
and leaving the duodenum mobile is easily 
handled by a pyloroplasty. A “kissing” ul- 
cer of the posterior wall may be cared for 
by cauterization after the anterior wall 
ulcer has been excised. Many forms of 
plastic operation on the pylorus have been 
devised, Horsley, Balfour and Judd have 
been especially active and successful in 
developing the method. Judd® is of the 
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opinion that it can be applied to fifty per 
cent of duodenal ulcers. A gastric ulcer 
situated close to the pylorus on the anteri- 
or wall is also amenable to this method. 


An ulcer lower down on the posterior 
wall of the duodenum offers difficulties to 
excision. Relations with the common duct 
and with the pancreatic duct bring danger 
of pancreatic or biliary fistula, and, fur- 
ther, the ulcer may have invaded deeply 
the pancreas. It is particularly for this 
type of ulcer that exclusion operations 
have been devised. The exclusion opera- 
tion leaves the ulcer in situ but isolates 
it definitely from the action of the chyme. 
The two main methods are Finsterer’s 
method, in which a wide slice of the distal 
portion of the stomach is removed, leav- 
ing a segment of the pylorus to be exclud- 
ed with the ulcer-bearing portion of the 
duodenum, and the proximal portion of the 
stomach is joined to the duodenum or the 
jejunum, and Devine’s method, in which 
no resection is done, but the stomach is 
simply divided, the distal part closed and 
the proximal part sutured to the jejunum. 
The difference is that with Finsterer’s 
method the antrum is removed and with 
Devine’s method it is excluded along with 
the duodenum. Steinberg’ has published 
experimental work which suggests that 
the antrum when left excluded contributes 
to the production of jejunal ulcers by stim- 
ulating its secretions, the acid secretion of 
the fundus. But evidence on this point 
is conflicting. Other studies on experi- 
mental animals have shown the excluded 
antrum functionless, and Devine himself 
and McCann have had occasion to re- 
operate on patients a year after the ex- 
clusion operation and found the excluded 
antrum contracted and empty. Good re- 
sults from Devine’s operation have been 
reported in fair sized series of cases and 
the operation has been recommended es- 
pecially where the ulcer is bleeding or 
where perforation threatens. 

Perforation is a condition in which 
operation must be, in the first place, life- 
saving. The condition of the patient gener- 
ally precludes more extensive surgery at 
the time than simple closure of the ulcer. 
A massive, recurring hemorrhage threat- 
ening life places the surgeon in much the 
same position. He can do only what the 
patient’s state allows. Lahey* feels that a 


s 


direct attack on the ulcer itself with trans- 
fixation and cross suture is at any rate 
justified in this situation. 

The case for ulcer of the stomach differs 
in a number of respects from that for ulcer 
of the duodenum. There is still a consider- 
able difference of opinion as to how great 
is the risk of cancer developing in a gastric 
ulcer. While the vast majority of English 
and American surgeons reject partial gas- 
trectomy for duodenal ulcer, it is admitted 
that for ulcer of the stomach the radical 
operation may be justified in many cases. 
Here, particularly, however, it is neces- 
sary to take in account the experience of 
the individual surgeon. Gastrectomy re- 
quires a high degree of skill if the mortali- 
ty is to be kept within reason. It has been 
shown in clinics where this method is used 
almost exclusively that the mortality can 
be kept down to about five per cent, but 
to attain anything like this low rate the 
operator must be in the habit of perform- 
ing the operation regularly, not just for 
the occasional case. 

We have today a gratifying richness in 
method and technics. for the combat of 
peptic ulcer. Our task is to learn to dif- 
ferentiate and apply so as to obtain the 
best results for each individual combina- 
tion of circumstances. In the process, some 
method will perhaps be sifted out and rele- 
gated to the background, while others will 
be found to have a wider usefulness. As 
we grow in experience I think it might 
be well to feel our way in some of the 
more radical procedures. At present, py- 
loroplasties, with their low mortality and 
anatomic and physiological reasonable- 
ness, are most enticing and the old stand- 
by, gastro-enterostomy, is a long way from 
being ousted from the field and for the 
occasional operator it still ranks among 
the safest procedure we can adopt. 
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Mimics of Gastro-Intestinal Disease* 


MINarp F. Jacoss, M.D. 
OLAHOMA CITY 


I have chosen this subject to discuss be- 
cause of the frequency with which one 
sees gastro-intestinal symptoms where the 
true pathology is external to the digestive 
tract. Since time immemorial many com- 
plaints and diseases that the “flesh is heir 
to” have been attributed to some often 
conjectured pathology of the gastro-intes- 
tinal tract, because frequently either at 
the onset or during the course of a disease 
functional digestive disturbances occur 
which at times may be more or less per- 
sistent throughout the course of the dis- 
ease. Hence, the condition is thought to be 
“stomach trouble,” colitis, etc. 1 think the 
inception of this mistaken belief dates 
back to the time when the only medicines 
at hand were emetics, cathartics, and 
sudorifics; a time when someone wrote 
facetiously, “we puke, we purge, we sweat 
‘em, and if they die we let ’em.” 

There are, of course, reasons why we 
have these so-called “referred” symptoms: 
first, the close proximity of one organ to 
another, such as the relation of the kidney 
to the liver, gall bladder, duodenum, and 
pancreas, or the relation of the female re- 
productive organs to the lower digestive 
tract; second, the blood stream, transport- 
ing as it does any toxic substances that 
may get into the blood to each and every 
organ in the body and thus in turn affect- 
ing one or more of these, or acting as a 
medium in producing chronic passive con- 
gestion of the liver in heart failure; third, 
the nervous mechanism, which is probably 
one of the most important causes and cer- 
tainly the most intriguing. I should like 
to briefly review the theories of the phys- 
iology of this nervous mechanism as I feel 
a knowledge of it enables one to more 
clearly appreciate why we have “referred” 
symptoms. The intrinsic nerve supply of 
the body is a dual mechanism composed of 
the sympathetic and parasympathetic di- 


*Read before the Section on General Medicine Annual 
Meeting, Oklahoma State Medical Assvciation, Enid, April 


7. 1936 


visions of the autonomic nervous system. 
The parasympathetic division is again di- 
vided inte the cranial division, of which 
the vagus is a part, and the sacral division. 
The sympathetic division is represented by 
the thoraco-lumbar segment. This double 
nerve supply is antagonistic in its action 
and is considered the cause of referred 
symptoms to the abdomen, though this is 
not definitely proven. 

According to Mackenzie and Head when 
afferent sensations travel to the spinal 
cord the impulse if strong enough will 
cause the sensation to be referred to an- 
other part, such as the abdomen. Head’s 
law explains this by saying that a stimulus 
from a part of low sensibility in close re- 
lation to a part of high sensibility exhibits 
the pain in the area of higher sensibility. 
Cannon’s explanation, a more recent one, 
states that the sympathetic system is con- 
cerned with maintaining a state of equi- 
librium of the internal environment and in 
protecting the organisms from changes in 
the external environment. Contrariwise, 
the parasympathetic system is concerned 
with individual effects upon an organ. 
There is thus a close relationship between 
the various levels of the spinal cord, the 
medulla and mid-brain, which makes pos- 
sible numerous afferent and eferent path- 
ways between the various organs and the 
cerebro-spinal system, and in turn to the 
skin, muscles and superficial blood vessels, 
thus explaining in part at least “referred” 
pain. 

Some interesting work done by Weiss 
and Davis and Davis, Pollock and Stone 
showed that stimuli from a distended or- 
gan send impulses to the spinal cord which 
in turn send efferent impulses to the pe- 
riphery. These impulses stimulate the sen- 
sory endings and the pain impulse is re- 
ferred back to the spinal cord. These pain- 
ful impulses may then travel to a differ- 
ent segment of the cord and be felt in a 
different place. We are all aware of the 
fact that pain from the gastro-intestinal 
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tract is produced not by cutting, but by 
tension or traction apparently of the peri- 


toneum. Thus, excessive contraction of 


smooth muscle, such as is seen in a severe 
spastic colon causes traction on the perito- 
neum and hence pain. 

This same autonomic nervous system 
must likewise be responsible for the ef- 
fects of psychological disturbances though 
the mechanism is not clear. Such condi- 
tions as worry, fright and fear must in- 
fluence the autonomic nervous system in 
such a way that there is a disturbance in 
the function of various organs which un- 
der certain conditions may be interpreted 
as pain. In the gastro-intestinal tract pain 
is a frequent hand-maiden of altered func- 
tion. However, all individuals do not have 
the same threshhold for pain, thus those 
with a low threshhold feel the pain more 
intensely. 

The specific conditions that I wish to 
discuss can only be briefly considered 
though I shall emphasize the more import- 
ant ones. Undoubtedly the greatest cause 
of digestive complaints without intrinsic 
organic pathology is due to psychological 
factors resulting in what we term func- 
tional or nervous indigestion. Mental and 
emotional shocks, worry, difficulty in fac- 
ing the realities of life, or an inability to 
adjust oneself to one’s environment are 
unquestionable causes of nervous indiges- 
tion. It seems that the gastro-intestinal 
tract frequently acts as the shock absorber 
for these stimuli. Dr. Coyne Campbell has 
told me that very frequently during treat- 
ment of a patient with a neurosis the pa- 
tient will develop some type of functional 
digestive complaint. I believe that these 
people are born with an unstable nervous 
mechanism; congenital neurasthenics, one 
might call them. As they grow older life’s 
problems confront them and they are un- 
able to successfully face and solve them, 
so they take refuge from their inadequa- 
cies by developing somatic complaints. 
This condition may simulate almost any 
organic trouble and yet the astute clinician 
should not be long in recognizing the con- 
dition as a functional one; however, final 
diagnosis should not be made before or- 
ganic pathology has been ruled out. The 
symptoms may mimic chronic appendici- 
tis, peptic ulcer, or gall bladder disease. 
Occasionally one sees a case with marked 


abdominal distention simulating intestinal 
obstruction. This usually occurs in women. 
Gas and belching, constipation and diar- 
rhoea are frequent complaints. There may 
be disturbances of appetite, rumination. or 
severe vomiting. These cases may have al- 
terations of the digestive secretions and 
the sphincter mechanisms of the digestive 
tract. We know that stimulation of the 
parasympathetic nervous system will] 
cause increased secretory and motor activ- 
ity of the bowel which results in an ex- 
cessive formation of mucus and colic of 
the intestinal tract. One might talk indefi- 
nitely on functional indigestion. There is 
so much to say that Alvarez has written 
an entire book on the subject. 


Probably the next most frequent condi- 
tion that may cause predominant gastro- 
intestinal symptoms is disease in the uri- 
nary tract. Both the upper urinary tract 
and the organs of digestion are supplied 
by the vagus nerve and the sympathetic 
nerves and hence any kidney disturbance 
may be reflected in the gastro-intestinal 
tract. Acute suppurative diseases of the 
kidney, urinary calculus, acute urethral 
obstruction, hydronephrosis, and pyone- 
phrosis may easily mask themselves as an 
acute intra-abdominal condition for they 
often are accompanied by local or general 
abdominal pain, belching, nausea, and 
vomiting. However, there are usually 
pathological changes in the urine, though 
not always constant, and there is frequent- 
ly deep tenderness over the costo-verte- 
bral area. Chronic conditions may likewise 
be simulated. Renal and ureteral calculi 
may cause intermittent attacks of pain in 
the right lower quadrant which might 
easily be interpreted as chronic appendi- 
citis. Operation of these cases naturally 
fails to give relief of the symptoms. This 
has occurred sufficiently frequent so that 
some institutions require an urological ex- 
amination in all cases of unexplained ab- 
dominal pain. Gall bladder disease, like- 
wise, may be mirnicked by a renal or 
ureteral calculus, as nausea, vomiting, and 
right upper quadrant pain are not infre- 
quent. Ureteral strictures have frequently 
been reported as causing abdominal pain 
and indigestion, especially in women but 
the true presence of ureteral stricture is an 
unsettled question. 


Nephroptosis or floating kidney as a 
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cause of digestive disturbance is a moot 
question. I should probably obtain an ar- 
gument from an urologist, yet I believe 
that most symptoms found in patients 
with a floating kidney are nervous in type 
and are invariably exaggerated after some 
physician has told the patient that she, as 
they usually occur in females, has a 
“dropped” kidney. The condition is always 
seen in thin underweight women of the 
neuraesthenic type. Chronic nephritis is at 
times accompanied by anorexia and nau- 
sea. Rarely, occult blood is found in the 
stool from superficial mucosal ulcerations 
in the gastro-intestinal tract. When uremia 
supervenes the persistent nausea and vom- 
iting might erroneously be considered as 
due to gall bladder disease or an obstruct- 
ing lesion at the outlet of the stomach. All 
of the aforementioned conditions have 
dealt only with right abdominal lesions as 
they are far more frequent. Occasionally, 
however, disease of the seminal vesicles 
or left urinary tract involvement, either 
by stone or disease, may cause not only 
pain in the region of the descending colon 
and sigmoid, but symptoms suggestive of 
bowel pathology. Pain that is severe 
enough, however, to require the adminis- 
tration of an opiate, almost of itself rules 
out any intrinsic bowel disease. 

Prostatic obstruction and mild degrees 
of urea retention are not infrequent causes 
of nausea and vomiting. At times intesti- 
nal obstruction may even be simulated. 
These are all relieved rather promptly 
after adequate drainage of the bladder is 
established or the urea retention relieved. 

Another organ that frequently masks 
its disease under the cloak of the digestive 
tract is the heart. The early symptoms of 
caridac disease may be entirely gastric. 
Gas, belching, sour stomach, inability to 
eat certain foods, or to comfortably digest 
a large meal are frequent complaints of 
the cardiac patient as well as the gall blad- 
der patient. It might be stated that because 
the belching will temporarily relieve the 
distress does not mean that the condition 
is not cardiac. Although these early symp- 
toms are often the result of chronic passive 
congestion of the liver this is not always 
true, as they do occur in the absence of 
hepatic congestion. Nausea and vomiting 
are frequent accompaniments of cardiac 
failure so the true cause of the condition 


must not be overlooked as digitalis will 
improve these patients whereas the usual 
measures directed to the stomach will fail. 
Digitalis must, however, be given cautious- 
ly and judiciously, as an over-dose will 
cause nausea and complicate the picture. 
Bacterial endocarditis likewise frequently 
is associated with nausea and vomiting. 
Anorexia is not rare in severe heart con- 
ditions. 


Coronary disease is a rather common 
cause of severe upper abdominal pain. The 
frequency is attested to by the many 
newspaper reports of deaths from so-called 
“acute indigestion.” Because the heart and 
gall bladder have the same nerve supply 
the symptoms of one may simulate the 
other. Anginal atttacks frequently give 
symptoms of gall bladder disease, but gall 
bladder disease only rarely causes symp- 
toms of angina. True angina is almost in- 
variably associated with a fear of impend- 
ing death and a definite sensation of con- 
striction in the chest. Nausea and vomit- 
ing, violent abdominal pain, a high leuko- 
cyte count with a predominance of poly- 
morphonuclear leukocytes may be pres- 
ent with true angina pectoris. An electro- 
cardiogram and a cholecystogram are often 
helpful aids. 


Disturbances of metabolism may cause 
various abdominal symptoms. Probably 
the most alarming condition is seen in dia- 
betic acidosis. Severe and protracted nau- 
sea and vomiting, intense abdominal pain 
with tenderness, muscular rigidity, in- 
creased temperature and leukocytosis may 
all be present. Such a group of symptoms 
may easily mislead one into believing the 
condition to be a surgical abdomen. All of 
these symptoms, however, will disappear 
in a very few hours after the administra- 
tion of insulin in proper amounts unless 
the condition be truly a surgical one. Hy- 
perthyroidism and hypothyroidism are 
other metabolic disturbances in which the 
chief complaints may be gastro-intestinal. 
In the former there is an increased appe- 
tite and increased intestinal motility. Nau- 
sea, vomiting, diarrhoea, eructations, ab- 
dominal distention and cramping, especial- 
ly during a thyroid crisis, are quite com- 
mon. In a series of cases reported by Tin- 
ker one-third of the cases complained of 
gastro-intestinal symptoms and ten per 
cent had persistent nausea and vomiting, 
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while ten per cent had a severe diarrhoea. 
In hypothyroidism constipation is the rule. 
This is more frequent in women, though it 
may be seen in men, usually in middle or 
adult life. Proper thyroid medication will 
relieve these patients. 


One might classify the above conditions 
under the group of endocrine diseases, but 
I prefer to think of them separately. The 
chief endocrine disturbances that mimic 
digestive diseases are lesions of the adren- 
al glands (Addison’s disease), lesions of 
the parathyroid glands and the gonads. In 
Addison’s disease anorexia is an early com- 
plaint while later we invariably have at- 
tacks of nausea, vomiting and diarrhoea 
which are often intractible to even the 
newer adrenal extracts. In parathyroid dis- 
ease of the hypocalcemic type one sees in- 
definite indigestion and mushy stools in 
addition to headache, somnolence, vertigo, 
and muscle pains. Garder feels these 
symptoms are due to the disturbed calcium 
metabolism and this may be because of its 
effect on the nervous system. In hyper- 
calcemia one sees anorexia, nausea, vomit- 
ing, abdominal pain and constipation. Dis- 
ease of the gonads may be a more frequent 
cause of digestive upsets than is commonly 
believed. We are all acquainted with the 
effect of disturbed menstrual function in 
women, even without operation on the 
ovaries, on the digestive tract. The hypo- 
gonad or eunuchoid type complains of con- 
stipation, abdominal pain, gas and disten- 
tion, nausea, vomiting and occasionally di- 
arrhoea. The pituitary type is similar but 
the symptoms are less severe. I should like 
to state a word of warning, however; I feel 
that without definite evidence of pelvic 
pathology surgery should never be ad- 
vised. Furthermore, all gastro-intestinal 
studies must be negative and one must as- 
sure oneself that the condition is not func- 
tional before attributing the symptoms to 
the pelvis. 

There are many other conditions that 
mimic gastro-intestinal disease, but I shall 
conclude by mentioning only a few. Aller- 
gy, according to Rowe and others may 
cause any symptoms seen in intrinsic gas- 
tro-intestinal disease, such as_ belching, 
nausea, vomiting, diarrhoea, constipation, 
pain, etc. The symptoms and the time re- 
lation to eating may be such as to simu- 
late peptic ulcer, gall bladder, or intesti- 


nal tract disease. Personally, I have not 
found this condition common in the ab- 
sence of other allergic manifestations, 
which observation coincides with a recent 
report by Davidson. A trial use of adrena- 
lin, skin tests and diet elimination may at 
times prove worth while. 

Migraine equivalent or so-called abdom- 
inal migraine may prove a puzzling condi- 
tion, though fortunately it is not frequent. 
In these cases the pain is often located in 
the mid-epigastric region and may be ac- 
companied by severe nausea and vomiting. 
There is no fever though there may be 
some muscular rigidity. These patients ob- 
tain no relief from food or alkalies. Often 
they give a previous history of migraine 
or hemicrania and occasionally it is asso- 
ciated with the attack of abdominal pain. 

Other conditions that should be men- 
tioned as causing abdominal chief com- 
plaints at times are brain tumor, spinal 
cord tumor, lead poisoning, unrecognized 
“strokes” as recently reported by Alvarez, 
gastric crisis of tabes, pneumonia, dia- 
phragmatic pleurisy, pernicious anemia, 
pellagra, sprue, herpes zoster, ventral her- 
nia, and hyperinsulinism. 

CONCLUSION 

Abdominal pain and digestive com- 
plaints are usually due to abdominal dis- 
ease, but the exceptions are sufficiently 
frequent so that we must at all times take 
a careful history and cautiously evaluate 
all of the facts including the personality, 
lest we make a grave error in our diagno- 
sis and hence in our advice and treatment. 
It seems that we are seeing more and more 
extra gastro-intestinal conditions with pre- 
dominating digestive tract symptoms. One 
must be aware of these lest the pitfall be 
dangerous. 
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Intestinal Parasites in Children of Tulsa 
and Vicinity * 


C. E. Braptey, M.D. anp Rowena Jounson, M.T. 
TULSA 


The question of intestinal parasites in 
children is presented so often to the pedi- 
atrician and the general practitioner by 
anxious mothers, each one offering such a 
wide range of symptoms with no conclu- 
sive evidence of infestation, that we de- 
cided to make a study of each case whose 
chief complaint was “worms”; and to these 
we have added a small number of patients 
in whom we could find no cause for sta- 
tionary weight, anorexia, diarrhea, and 
restlessness at night. 


Table I shows the chief complaints and 
the frequency with which they. were as- 
cribed to the infestations. 


TABLE I. Occurrence of the Chief Complaints 
in Twenty-Three Cases of Parasitic Infestation. 


Anemia 

Restlessness at night 

Diarrhea 

Undernourished 

Pruritis ani (only) 
Nervousness 

Anorexia 

Indigestion 


a a) 


Secondary anemia was the most fre- 
quently observed symptom, while puritis 
ani was present in twenty-five per cent of 
the cases of oxyuris vermicularis infesta- 
tion. 

The stools of one hundred and seventy 
children were examined. Twenty-three, or 
a little over thirteen per cent, were posi- 
tive for intestinal parasites. Table II shows 
the occurrence of the respective parasites 
in our series of cases. 

TABLE II. Occurrence of Parasites in Twenty- 

Three Cases of Parasitic Infestation 

Oxyuris vermicularis 

Giardia lamblia 

Taenia solium 

Ascaris lumbricoides 

Necator Americanus (from Old Mexico) 


Trichomonas hominus 
Amoebiasis 


_ 
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Classic cases of parasitism, which we 


*Read before the Tulsa Clinical Society, June 10, 1936 


are prone to think of when considering 
any parasite, are characterized by marked 
emaciation, eosinophilia, and anemia. Per- 
haps the most striking fact which our 
study has disclosed is that parasitic infes- 
tations may occur in children when symp- 
toms are mild or vague, with practically 
no eosinophilia (Fig. 1), and certainly not 
a consistent anemia. In those cases in 
which anemia does occur it is usually of a 
mild secondary type. Only one of our cases 
(taenia solium infestation) showed marked 
eosinophilia and anemia (Fig. 1), and you 
will notice that even in this case the blood 
picture does not approach those of the 
classical cases. Two cases of oxyuris ver- 
micularis showed an eosinophilia of nine 
per cent, but this was believed to be due 
to an allergic condition in both individuals. 

Figure 2 shows the forms of the respec- 
tive parasites which one may expect to 
find in the stools of an infested individual. 

The adult female oxyuris vermicularis 
may often be found about the anal region, 
particularly at night; it may also be found 
in the stool, or the ova may be released and 
found free in the stool. 

The adult giardia lamblia may be found 
in the stool, but it is never motile since 
it inhabits the small intestine and is dead 
by the time that it is voided with the 
faeces. The encysted form is found more 
frequently than the adult. 

The segments of the adult taenia solium 
are usually found in the stool, however 
these are often ruptured and the ova may 
be found. The ova of taenia solium and 
taenia saganata are very similar, but the 
proglotids and scolexes may be quite easily 
differentiated. 

Both the fertilized and unfertilized ova 
of ascaris lumbricoides may be found in 
the stool of an infested individual, and 
even an experienced worker may overlook 
the unfertilized form. 
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The adult Necator Americanus may be 
found in the stool, though the ovum is 
usually the form which is present. 

Both the vegetative and encysted forms 
of amoeba may be found in the stool. The 
cysts are more easily identified when 
stained. 

Trichomonas is easily recognized in the 
smear from a fresh stool; a drop of grams 
iodine when added to the smear greatly 
facilitates the identification of the species. 

One negative stool examination is not 
sufficient evidence that a child does not 
harbor parasites. Because of the infre- 
quency with which oxyuris and ascaris de- 
posit their eggs, we make a practice in our 
office of examining negative stools three 
consecutive days. Two direct smears are 
examined first. If these are negative, con- 
centration and staining methods are re- 
sorted to. William S. Stone’s method for 
staining trophozoites' has proved a very 
satisfactory method of preparing perma- 
nent specimens. 

TREATMENT 
Ascaris lumbricoides and Necator Amer- 





icanus: The treatment for ascaris lumbri- 
coides and Necator Americanus is the 
same. Give a light six p. m. meal of weak 
tea, toast, and jelly—with no proteins. 

At six a. m. give 0.2 grams of hexylresor- 
cinol (in hard gelatin coated pills) for each 
two years of age. The maximum dose is 
one gram. 

Wait four hours before allowing food, 
and then give a light carbohydrate meal. 

Twenty-four hours after giving hexyl- 
resorcinol give a saline purge. 

Repeat in five weeks. 

Hexylresorcinol was first available in 
pills which were not gelatin coated. They 
were not very satisfactory in the treat- 
ment of children, because frequently the 
coating would melt before the pill was 
swallowed, and the hexylresorcinol would 
produce a severe stomatitis. Fortunately, 
we did not experience this condition in our 
practice, but others have reported such 
cases, and the drug was withdrawn from 
the market for some time. The new gela- 
tin coated pills are quite satisfactory. 

Oxyuris vermicularis: The treatment 
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for oxyuris vermicularis is the same as for 
ascaris lumbricoides with the addition of 
the following: 

The evening that the hexylresorcinol is 
given, give a soap suds enema to cleanse 
the lower bowel, and follow with an ene- 
ma of one pint of 1-1000 solution of hexyl- 
resorcinol at low pressure. The patient is 
requested to retain the solution ten or fif- 
teen minutes. The only solution of this 
kind on the market at the present time is 
the antiseptic ST 37, which is satisfactory; 
however, the glycerin which it contains 
makes it difficult to retain as an enema, 
and a solution without glycerin has been 
promised in the near future. 

Repeat the above in forty-eight hours. 
A light coating of zinc oxide ointment 
should be applied to the anal region, and 
covered with a T bandage. 

Amoebae and trichomonas: Feed a 
high carbohydrate diet. 

Give four grains of carbaminophenylar- 
sonic acid (Carbasone) twice daily for 
ten days. 


Trichomonas intestinalis has been dis- 
regarded as a cause for intestinal disturb- 
ances, and branded non-pathogenic. How- 
ever, our case suffered from recurrent at- 
tacks of diarrhea and constipation with 
blood in the stool for a year before he was 
seen in the office and motile forms of tri- 
chomonas were found. Appropriate treat- 
ment brought immediate and permanent 
relief. 

Taenia solium: For three or four days 
before administering anthelmintics, feed a 
high carbohydrate, low residue diet. 

Administer milk of magnesia or magne- 
sium citrate each evening. 

On the fourth morning, before allowing 
food, give two to eight grains of Pelletier- 
ine Tannate. 

Four hours later, give one-fourth to one 
ounce of castor oil. 

Have patient pass stool in vessel con- 
taining warm water to avoid breaking of 
the segments when they touch the water. 
Contact with cold water will cause the 
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FIGURE 2. (1) Adult, female oxyuris vermicularis; (2), (3), ova of oxyuris vermicularis; (4), head of 


oxyuris vermicularis; (5), proglotid of taenia solium; 


(6) scolex taenia solium; (7) ovum of taenia 


solium: (8), ovum of Necator Americanus; (9) median focus; (10), surface focus; (11), atypical unfer- 
tilized egg; (12), with outer envelope—all ascaris lumbricoides; (13), adult ascaris lumbricoides; (14), 
vegetative form of trichomonas hominus; (15), encysted, and (16) vegetative form of giardia lamblia: 
(17), vegetative, and (18) encysted form of amoeba coli; (19), vegetative, and (20) encysted form of 


endamoebae histolytica. 
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worm to break, and the head will not be 
removed. 

Examine carefully for the scolex. 

Giardia lamblia: Treatment for giardia 
lamblia has been unsatisfactory, but bis- 
muth subcarbonate and subsalicylate in 
small doses at four-hour intervals over a 
period of two weeks relieves the symptoms 
of anorexia, flatulence, and diarrhea, and 
reduces the number of organisms in the 
stools. 


This is another parasite of the Flagellate 
class, which has been considered non- 
pathogenic. Our patient suffered from 
secondary anemia, anorexia, lassitude, and 
was markedly undernourished. Following 
treatment he made an excellent gain in 


weight, and a complete change in demean- 
or was noted. 
CONCLUSION 
We realize that this series is comparative- 
ly small, but we feel that it does indicate 
that a revision of our attitude toward the 
prevalence of intestinal parasites in child- 
ren in this section of the country (and our 
series is composed of cases from above the 
average homes) is in order, and the adop- 
tion of stool examinations as a general pro- 
cedure would bring quick relief of symp- 
toms of patients and the anxiety of mothers 
in many cases of often mild, but persistent 
and irritating intestinal distress and nutri- 
tional deficiency. 
REFERENCH 
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Factors of Safety in Gall Bladder Surgery * 


C. C. Hoke, M.D. 
TULSA 


It would seem worthwhile to call atten- 
tion to some of the factors contributing to 
safety and to satisfactory end results in 
the surgical treatment of patients with 
disease of the gall bladder and of the bili- 
ary tract in general. Perhaps the factor of 
greatest importance is the diagnosis. The 
patient with questionable disease of the 
biliary tract will probably not be greatly 
relieved by surgery, if at all—while the 
patient who has well defined biliary tract 
disease as evidenced by a thorough his- 
tory and physical examination reinforced 
by positive laboratory tests will almost 
surely obtain satisfactory relief. In the 
realm of surgery of the biliary tract today 
many lives are being saved as the result of 
more accurate pre-operative clinical inves- 
tigations which help to establish the cor- 
rect status of the patient’s condition and 
to point the way to the proper methods of 
rehabilitation so that he may be subjected 
to the necessary surgical procedure with 
the minimum of risk and with the maxi- 


*Read before the Surgical Section, Annual Meeting, Okla- 
homa State Medical Association, Enid, April &, 193¢ 


mum opportunity for a satisfactory end re- 
sult. 


The various surgical measures employed 
for the relief of biliary tract disease have 
been fairly well standardized and are well 
known. Unsatisfactory post-operative re- 
sults occur at times, not because of poor 
surgery but perhaps because of poor judg- 
ment on the part of the surgeon especially 
as to the degree of disease present or else 
as to the patient’s condition for the surgi- 
cal measures contemplated. 


The presence or absence of gall stones 
doesn’t necessarily decide the question for 
or against operation. The patient’s disabili- 
ty for the performance of daily tasks 
should be the deciding factor. However, 
the relatively frequent association of com- 
paratively symptomless cholelithiasis with 
hepatitis and with malignancy of the gall 
bladder may justify cholecystectomy, even 
in the absence of marked symptoms. 


The diagnosis should be made by use of 
all the practical facilities at our disposal. 
Especially important is the question of 
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liver damage. This can now be fairly well 
determined by means of the general check- 
up of the patient, plus the liver function 
tests. The pre-operative preparation or re- 
habilitation is most important. It is unwise 
to send the patient with well defined gall 
bladder disease to the hospital one day and 
operate upon that patient the next day— 
especially is this true if the patient be 
jaundiced or dehydrated, emaciated and 
weakened as a result of vomiting and tox- 
emia—or if there be evidence of definite 
liver damage. I feel that pre-operative 
preparation is as necessary and vital to 
success in surgery of these patients as it 
is in the preparation of the toxic goitre 
patient for surgery. 

Mackey says that the history must be 
typical and should include pain. No evi- 
dence, he says, has been obtained to show 
that flatulent dyspepsia or food selection 
indicates gall bladder disease or is likely 
to be relieved by removal of the gall blad- 
der. Cholecystographic changes must be 
definite. A considerable proportion of pa- 
tients are unrelieved by removal of the 
stoneless gall bladder. The therapeutic 
failures are due to symptoms having their 
origin outside the gall bladder. He adds 
that the results of surgical treatment of 
cholecystitis without stones are relatively 
unpredictable in the individual case—even 
by the most modern laboratory procedure. 

In cases of chronic disease of the gall 
bladder the surgeon can frequently choose 
the time for operation after a sufficient 
period of pre-operative rehabilitation of 
the patient—with a minimal surgical risk. 

Crile says that patients with acute chole- 
cystitis are poor surgical risks. Dehydra- 
tion and acidosis due to persistent vomit- 
ing and toxemia—following absorption of 
infected materials and disturbances of 
liver function due to associated hepatitis— 
all tend to decrease the patient’s general 
resistance. 

In considering the diagnosis and man- 
agement of acute cholecystitis, Roscoe 
Graham emphasizes the importance of rul- 
ing out perforated ulcer, acute appendici- 
tis and acute pancreatitis, immediately, if 
possible. The differential diagnosis be- 
tween gall bladder disease, renal disease, 
coronary thrombosis and respiratory dis- 
eases is not so urgent that an immediate 
operation need be considered. 


An attack of acute cholecystitis is usual- 
ly preceded by a long history of gall blad- 
der indigestion accompanied by one or 
more attacks of abdominal pain which 
may be interpreted as due to biliary colic. 
The radiation of pain and the association 
of pain and tenderness which remain con- 
stant in the right upper quadrant with ab- 
sence of rigidity elsewhere help to estab- 
lish the diagnosis. 

It is imperative to differentiate between 
acute cholecystitis and acute cholangitis. 
The presence of jaundice and fever and no 
palpably enlarged gall bladder demands 
urgent drainage of the biliary system by 
the simplest and least traumatic operative 
procedure. In other words, operation is ur- 
gent in acute cholangitis. 

Conservative treatment of the patient 
with acute cholecystitis demands careful 
observation. The essential features of such 
treatment consist in withholding all nour- 
ishment by mouth—the administration of 
glucose and chlorides intravenously up to 
3000 cc. or more in twenty-four hours 
morphine to control pain and hot packs 
to the abdomen and lower chest to pro- 
mote relaxation, relieve pain, and to in- 
crease muscular tone in the bowel thereby 
relieving distension quietly and easily 
without undue stimulation of peristalsis. 
Under such conservative treatment the 
acute attack may subside to such an ex- 
tent that cholecystectomy or other cura- 
tive measures may be preferred in a rea- 
sonable time with a minimum of risk. 

If, instead of improving under conserva- 
tive non-operative measures, the patient 
becomes more toxic with increasing fever 
and leucocytosis, then cholecystostomy 
with the minimum of traumatism of the 
involved tissues will give temporary re- 
lief with very little risk. Cholecystectomy 
can be performed at a later date when the 
infection of the biliary tract has subsided 
and the liver function has improved 

Judd said that biliary calculi in them- 
selves have no effect on the prospect of 
cure, providing the acute or chronic pro- 
cess receives attention before complica- 
tions arise. It is unknown whether or not 
the formation of biliary calculi is a factor 
in the production of malignancy but the 
two conditions are associated often enough 
to justify recommending the prompt re- 
moval of all biliary calculi. Calculi are 
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frequently directly responsible for necro- 
sis of the gall bladder or cystic duct, ob- 
struction of the biliary channels, forma- 
tion of abscess or fistula and other serious 
complications. 


According to Judd the majority of stones 
in the biliary tract unquestionably arise in 
the gall bladder with the exception of the 
calcium bilirubinate stones which are 
formed in the ducts themselves—all true 
intra-hepatic stones probably being of the 
latter type. This is one of the best argu- 
ments for removal of the gall bladder 
when its condition is such as to require 
surgical intervention and when its re- 
moval is at all practicable. The chief con- 
tra-indications will be the presence of ma- 
lignancy in the biliary ducts or encroach- 
ing on them or of a tendency toward be- 
nign stricture of these channels. 


Judd emphasized the difficulty at times 
in palpating small stones impacted in the 
ampulla or free and floating in the dilated 
common duct and of differentiating be- 
tween calculi and enlarged lymph glands 
in the gastro-hepatic omentum. If there be 
suspicion of stones in the common duct 
there is justification for opening the duct 
at the time of the primary operation on 
the biliary tract. 

Usually drainage of the common duct by 
a T tube will be advantageous where there 
is reason for opening the duct. 

The presence of jaundice increases con- 
siderably the risk and difficulties of sur- 
gery of the biliary passages. Hubley, dis- 
cussing the pre-operative and post-opera- 
tive treatment of jaundiced patients, says 
that the chief dangers of operating upon 
these patients are hemorrhage, uremia, 
hepatic insufficiency and disturbance of 
acid-base balance. He emphasizes the ne- 
cessity for a careful history with reference 
to familial tendencies toward jaundice and 
hemorrhage. A careful physical examina- 
tion emphasizing the evaluation of the 
cardio-vascular and respiratory systems, 
electro-cardiography and complete urine 
study including twenty-four hour fluid in- 
take and output, are very important. 
Bleeding and coagulation time estimations 
are always important in these cases. The 
icterus index and liver function tests, es- 
pecially the latter, give valuable informa- 
tion. 


Liver function tests should be done be- 
fore operation upon the biliary passages, 
even in the absence of jaundice. Evarts 
Graham considers that patients with fifty 
per cent dye retention at the end of thirty 
minutes are most likely to be the victims 
of hemorrhage or liver shock. Surgery in 
such cases should be delayed until the pa- 
tient is carefully prepared by large 
amounts of intravenous glucose and by re- 
peated small blood transfusions to increase 
liver resistance. 

Judd and his associates emphasized the 
value of blood transfusions as a pre-opera- 
tive and post-operative measure in jaun- 
diced patients, especially in jaundice with 
an associated anoxemia of the anemic type. 
The intravenous administration of calcium 
chloride for several days before operation 
is of considerable value in the prevention 
of hemorrhage. Large amounts of ten per 
cent glucose intravenously together with 
a high carbohydrate diet helps greatly in 
preparing these patients for successful 
operation. The chief causes of death are 
hemorrhage and hepatic insufficiency. 

According to Judd, the cause of hemor- 
rhage in jaundiced patients is not due sole- 
ly to the presence of bile in the blood and 
other tissues, nor is the danger of hemor- 
rhage always in direct ratio to the degree 
of jaundice. The hemorrhagic diathesis in 
the presence of jaundice is more likely 
attributable to co-existent liver damage 
resulting in dificiency in the part played 
by the liver in the mechanism of coagula- 
tion of blood. 


Choice of anesthesia in gall bladder sur- 
gery is important. Prolonged, deep, general 
anesthesia is not advisable. One of the gas 
anesthetics is preferable, especially those 
with a high oxygen content and reinforced, 
if necessary, by local or regional block or 
spinal anesthesia except in patients with 
hypertension or obesity. Crile believes that 
blocking the sympathetics in the operative 
field by injecting novocain through the 
posterior peritoneum in that area, does 
much to prevent post-operative painful 
indigestion. 


A most important factor in satisfactory 
gall bladder surgery is an adequate inci- 
sion which permits proper exposure of the 
operative field without the necessity of 
powerful retractors and rough handling of 
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the tissues. Too small incisions tend only 
toward operative difficulties and post- 
operative complications. The tissues about 
the operative field must be kept covered 
with moist warm gauze and gently pushed 
and held aside without bruising. Bleeding 
must be controlled as the operation pro- 
ceeds. Careful, safe surgery cannot be per- 
formed if the operative field is obscured 
by any considerable amount of blood. This 
applies especially to surgery involving the 
gall bladder or the bile ducts. The cystic 
and common ducts must be clearly visual- 
ized. The cystic duct must be isolated care- 
fully and ligated without crowding the 
common duct, keeping in mind the anom- 
alies of these structures and the frequent 
distortion of all the landmarks in the gall 
bladder area as the result of disease of the 
biliary tract or of surrounding structures. 
Crile reminds us that the gall bladder 
should not be opened during its removal, 
that the liver should not be traumatized 
and that the gall bladder bed should be 
closed with fine catgut. He prefers drain- 
age in all cases preferably from Morison’s 
pouch through a stab wound to the right 
of the incision. 


Patients with long standing obstruction 
of the common duct are bad operative 
risks. In such cases cholecystostomy is 
often a life saving measure. Decompres- 
sion of the gall bladder or common duct 
must be accomplished slowly to prevent 
the development of hepatic insufficiency. 


Best and Hicken made a number of 
clever observations concerning the action 
of the choledochal sphincter by the injec- 
tion of lipiodol into the different biliary 
radicles at operation and during the con- 
valescent period. As a result of these ob- 
servations the authors feel that many of 
the cases of persistent pain and discomfort 
following cholecystectomy may be ex- 
plained on the basis of a dyssynergia of the 
common duct sphincter. They conclude, 
therefore, that before surgical exploration 
of the choledochus is undertaken for the 
relief of such persisting symptoms, these 
patients should be placed upon a careful 
medical program consisting especially of 
such agents as atropine, the intraduodenal 
instillation of magnesium sulphate, or of 
fats such as olive oil, in order to over- 
come the spasticity of the sphincter of 


Oddi. 


Attempting to explain symptoms that 
persist after cholecystectomy, Weir and 
Snell conclude that erroneous diagnoses 
and imperfect selection of cases are re- 
sponsible for a majority of such symptoms. 
At operation a thorough examination of 
the common duct, liver and pancreas are 
essential. Recurring post-operative colic 
offers the greatest difficulty in diagnosis 
and treatment. This is more frequently at- 
tributable to stones in the common duct 
and to residual infection in the ducts, liver 
and pancreas. 

Occasionally a post-operative colic is not 
satisfactorily explained except upon a 
neurogenic basis. Paravertebral nerve 
block, splanchnic nerve block or section of 
the splanchnic nerves are measures that 
have been suggested for the control of pain 
in this type of case. Judd considered pro- 
longed drainage of the common duct with 
a T tube the best procedure in such cases. 

Not infrequently cholecystectomy is fol- 
lowed by troublesome distension of the 
intestines with gas and at times by nausea 
and vomiting. Here it is well to withhold 
food or medication by mouth and to em- 
ploy gastric lavage if vomiting be present. 
The patient’s nutritional and fluid re- 
quirements are met by the intravenous ad- 
ministration of large quantities of ten per 
cent glucose solution. Post-operative hem- 
orrhage is controlled by repeated blood 
transfusions. The distension is best con- 
trolled by gentle stimulation of peristalsis 
by means of moist hot packs to the abdo- 
men. I feel that complicated, so-called 
high enemas and powerful drugs designed 
to relieve intestinal distension are usually 
neither necessary nor desirable. 

SUMMARY 


1. Accurate diagnosis is essential if the 
end results in gall bladder surgery 
are to be satisfactory. 


Pre-operative rehabilitation of pa- 
tients suffering with advanced bili- 
ary tract disease is of primary im- 
portance. 

3. The pre-operative use of intravenous 
glucose and calcium chloride and of 
blood transfusion does much to re- 
duce the incidence of operative and 
post-operative hemorrhage and of 
post-operative hepatic insufficiency. 
These measures are especially indi- 
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cated if the patient be jaundiced or 
if there be evidence of marked liver 
damage. 


4. Only conservative operative meas- 
ures are indicated in the presence of 
severe, acute biliary tract infection 
and in cases of long standing marked 
obstruction of the biliary channels. 


5. The operative technic must be such 
as to permit careful, accurate sur- 
gery and to reduce operative trauma 
to a minimum with consequent re- 
duction in the need for complicated 
post-operative treatment. 
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Study of Etiology and Diagnosis of Peptic Ulcer* 


F. M. Durry, M.D. 


In a brief discourse on a study of the 
cause of peptic ulcer I am attempting to 
assume rather the critical side of this sub- 
ject. It is said that you should not attempt 
destructive criticism on any problem un- 
less you are able to offer constructive 
criticism. However, in dealing with this 
subject I am going to assume the position 
of destructive criticism today and reserve 
the right at a later date to offer some of 
my views on constructive criticism. 


In the process of research on the cause 
of peptic ulcer probably one of the first 
theories advanced was the mechanical or 
traumatic theory. In this it was argued 
that foods taken too hot or too cold had a 
tendency to cause some change in the gas- 
tric or duodenal wall, which resulted in 
ulcer. Also it was theorized that small mi- 
croscopic particles of metal lodged in the 
mucosal wall were the origin of ulcer. 
The reason for this later theory was 
based on the fact that before the days of 
our factory prepared foods ulcers were al- 
most unknown quantities. This theory is 
largely discarded today. However, while 
it is not a primary cause of ulcer, it is a 


*Read before the Section on General Medicine, Annual 
Meeting, Oklahoma State Medical Association, Enid, April 7 
1936. 


ENID 


thing to be remembered as a contributing 
cause, for it could be a factor in the weak- 
ening of the gastric or duodenal mucosa 
tor entrance of infection. 


The chemical theory is one that has 
more scientific argument in its favor than 
most any offered. However, the diversity 
of opinion as to how much it has to do 
with the primary cause of gastric and duo- 
denal diseases makes it considerably a 
theory rather than a scientific fact. In the 
early experimental work with the study 
of gastric contents both from human and 
animal much of the work lent evidence io 
the fact that hydrochloric acid was the 
great factor in the cause of ulcers. In man 
the majority of cases of ulcer carried an 
increased HCl content. In animals when 
traumatic ulcers were produced they en- 
dured but not for a very long time and all 
eventually resulted in healing. However, 
in more recent years there have been ani- 
mal experiments performed in which in- 
creased HCl content apparently did not 
interfere with the healing of artificial 
ulcer.' 

But when the peptic enzyme content 
was increased the healing of the ulcer 
seemed more prolonged.? Nevertheless, the 
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ulcers would heal. In general all animal 
experimental work which attempts to 
show that HCl or digestive juices are 
the main factors in cause of peptic ulcer, 
is unsatisfactory, chiefly because in nearly 
all cases the ulcers heal in a reasonable 
length of time. Besides it is hard to con- 
ceive that normal chemical functions of 
the body should become pathogenic or be 
a creator of pathology. The failure of the 
chemical adjustment to completely satisfy 
the base of peptic ulcer must preconclude 
a foreign living element which is acting 
behind the scenes in making an ulcer an 
ulcer. After all I am very much convinced 
that a peptic ulcer is the terminal patholo- 
gy of acute or chronic gastritis or duo- 
denitis. It is probably very true that we 
may see twenty cases of acute or chronic 
gastric or duodenal trouble in which nine- 
teen may subside after brief time and 
treatment and one terminate in a peptic 
ulcer. Dr. Judd* has operated on diagnosis 
of peptic ulcer and when he examined the 
duoderum found no ulcer, but did find a 
case of infection of the duodenal mucosa, 
or a duodenitis. Consequently, peptic ul- 
cer, gastritis or duodenitis are apparently 
not dependent upon HCl or gastric fer- 
ments as the primary cause. 

There is a physiological factor which 
enters into the problem which never has 
been taken into consideration. Namely, the 
effect that the mental status of the patient 
has to do with the alteration or fluctua- 
tions in the gastric secretions. As you all 
know that great Russian physiologist, Pav- 
lov, in a series of experiments .on dogs 
which were trained, was able to prove ihe 
effect of brain stimulation on the bile and 
pancreatic juices. The training of the ani- 
mals to the number of rings of a bell iden- 
tified in the brain of that animal whether 
or not he was going to get something appe- 
tizing to eat. His experiments showed that 
through the organ of hearing, the regis- 
tered ringing of a bell a definite number 
of times created a mental impression in 
that dog that he was about to receive some 
food. Incidentally, upon this stimulation 
the pancreatic juices flowed freely. This 
he was able to record through a tube con- 
nected with the pancreatic and bile ducts. 

In 1924, remembering Pavlov’s experi- 
ments, I was rather anxious to note if 
there was any change in HCl content in 


psychopathic patients of a passive, con- 
tented nature and those of an irritable, 
high strung and worrisome nature. I se- 
lected twenty-five representatives of each 
group. I administered a test meal to each 
of them and following the usual one-half 
hour interval extracted stomach contents 
by tube. Almost consistently I found the 
passive, contented individuals were suffer- 
ing from hypo-acidity ranging from ten to 
fifteen degrees HCl and total acidity be- 
tween twenty to twenty-five degrees. In 
the case of the other group I found that 
the HCl content ranged from thirty to 
seventy degrees and total acidity from fif- 
ty to ninety degrees based on N ‘10 NaOH 
neutralization. All of these patients were 
carefully examined and were apparently 
normal physically in every other respect. 
None of these individuals showed any evi- 
dence of pathology in the gastro-intestinal 
tract. But their mental capacity was of 
such a nature it was very helpful in ob- 
taining these results. 

Dr. V. E. Levine, Professor of Bio-Chem- 
istry at Creighton University Medical 
School, carried out a similar set of experi- 
ments on students on two different occa- 
sions. On students when they were men- 
tally comfortable and again on them afte: 
a mental strain, especially after semester 
examinations. He told me that he found 
a rise in the acidity content of those 
students under a strain and normal or be- 
low normal in those who were mentally 
comfortable. Consequently, I am convinced 
that the finding of increased acidity in 
these cases is not a primary cause of the 
ulcers but a secondary factor in the pro- 
gram, of symptoms. 

This leads up to the point of argument 
as to the physiological cause of peptic ul- 
cers. There is a general belief in the pro- 
fession that many people possess a certain 
type of personality that predisposes one io 
ulcers of the stomach. There may be some 
truth in this but we draw these deductions 
on the observation of the patient when he 
is suffering. 

If we could study the variations of peo- 
ple in their normal status in the numbers 
that we study people when they are suf- 
fering we might find a wide range of 
physiological variations. Of the vast num- 
ber of individuals who suffer from ner- 
vous or altered personality tendencies, 
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there are only very few who develop or 
suffer from peptic ulcer. If there is any- 
thing in the personal make-up of an indi- 
vidual which may have to do with the 
cause of peptic ulcer it must be only of a 
secondary nature. 

Because of the fact that we have a cir- 
culatory mechanism of the stomach which 
results in endarteries, the theory of endar- 
teritis' has been advanced as the cause of 
peptic ulcer. Pathologically this has a basic 
foundation for argument. However, this 
must be of an embolic nature. Emboli oc- 
curring in these small vessels must be the 
result of infection because conditions of a 
chronic nature such as this are usually 
associated with focal infection. 


In the last few years allergy has been 
receiving some recognition in association 
with peptic ulcers.” However, symptoms 
associated with allergic reactions vary 
considerably and are more spasmodic. But 
I have noted that individuals who have 
not responded to the routine medical treat- 
ment for peptic ulcers would respond 
when certain foods to which they are sen- 
sitive were removed. I have noticed that 
tobacco is a grave offender in many cases. 
But individuals with ulcers of stomach or 
duodenum do not get well on simply re- 
moving the allergic offender. They have to 
be treated for their disease. 


In my opinion of all the theories and ar- 
guments, based on scientific investigation 
so far advanced, the bacterial basis as the 
cause of peptic ulcer has the most logical 
foundation. In the first place the patholog- 
ical cause of this condition shows tissue 
reactions which are only associated with 
bacterial invasion. When we study ulcers 
we do not bear in mind that this is prob- 
ably the terminial pathology of a previous 
infection of the mucosa. As stated before, 
surgeons* have operated on the basis of a 
classical diagnosis of peptic ulcer to rather 
find a typical duodenitis or gastritis. 

However, these cases were probably 
operated in the early courses of the dis- 
ease rather than in the terminal state of 
it. In the second place the frequency of 
gastro-jejunal ulcers® is more plausibly 
explained on the ground of a transplanted 
infection to a new injured area. 


Rosenow in several instances by experi- 
ment showed the focal infection source of 


these pathological conditions. However, I 
am convinced to a great degree that a spe- 
cific bacterial etiological agent is respon- 
sible for this pathological process. I am fur- 
ther convinced that the agent has the spe- 
cific capacity of producing a pathological 
condition from duodenitis and gastritis in 
the acute stage to a terminal condition 
either so-called acute or chronic ulcer, de- 
pending upon time. 

In summing up I would say that all 
identified theories, except the bacterial, of 
the cause of peptic ulcer are secondary, 
contributing, or predisposing causes or 
conditions. 

As to the diagnosis of peptic ulcer, we 
should depend upon two great sets of 
factors to make a reasonable positive di- 
agnosis. We should depend upon a positive 
set of criteria and a negative set of criteria. 

In the case of positive criteria every 
history should be more or less definite. 
The food and alkali relief of pain is of a 
characteristic nature. We are told that this 
time factor here helps us to determine the 
location of the peptic ulcer, that is, 
whether it is doudenal or gastric. A physi- 
cal examination as a rule does not tell us 
much as to the presence or absence of an 
ulcer except that it eliminates the possi- 
bilities of having any other pathological 
condition. Analysis of the gastro-intestinal 
tract contents is usually a routine proced- 
ure. In the examination of gastric con- 
tents, in the presence of a test meal, we 
note the relation of the intake and the 
amount extracted, the relative percentage 
of mucus, the acidity content and whether 
blood is present or not. Analysis of the 
stool is for the purpose of detecting de- 
composed blood in it. Radiographic study 
gives us a picture of motility, irritability, 
and presence or absence of a deformity 
from an ulcer of the stomach or duodenum. 


Now if the findings from the history, 
physical examination, laboratory analysis 
and radiographic study are all positive in 
their sphere, then the sum total estab- 
lishes a set of positive criteria which 
makes the diagnosis of ulcer an easy thing. 


However, in many cases of abdominal 
complaints the whole picture is not quite 
so simple. We may have an imperfect his- 
tory of ulcer symptoms, the laboratory 
findings may be variable from the true 
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picture and the radiographic study may 
show increased motility and irritability 
but no deformities. 

In such a case in order to make a diag- 
nosis you must depend upon a set of nega- 
tive criteria to reach a conclusion as to 
the nature of your gastric disturbance. By 
this I mean tests for syphilis must be nega- 
tive. Diseases of the blood forming organs 
must be negative. Evidence of disease of 
the hepatic system is negative. Evidence 
of cardi-renal disease must be negative. 
Evidence of physiological or pathological 
disease of the nervous system must be 
negative. Evidence of glandular disease 
must be negative. By all means be sure 
that you do not have any allergic condi- 
tion present. If you have eliminated the 
possibility of any other existing diseased 
condition then in my opinion your diagno- 
sis will have to depend upon a condition 
existing, which may be any stage from a 
gastritis or duodenitis to a definite ulcer. 

In a set of symptoms which are some- 
what atypical for peptic ulcer I have found 
frequently that the condition was due to 
an allergical reaction to some food or toxic 
substance extraneous to the body. Elimina- 
tion of these offenders by skin testing and 
by the leukopoenic index® ‘ in many cases 
was the therapeutic test of the presence 
or absence of an ulcer. In every case I feel 
that allergy investigation should be made. 
In a few cases I have found when a posi- 
tive diagnosis was made that some allergic 
food or toxin would interfere with the 
course of treatment and results could not 
be obtained. I have noticed that tobacco 
seems to be the most troublesome factor. 

May I conclude by summarizing: 

1. That all causes studied, except the 
bacterial, are contributing and pre- 
disposing causes. 

2. That peptic ulcer is the terminal 
pathological state of gastritis or duo- 
denitis. 

3. That the etiology is a specific bac- 
terial germ, which will be eventually 
identified. 

4. That the diagnosis depends upon a 
positive or negative set of criteria. 

5. That allergic reactions should be 
studied on all cases. 
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The Physician's Place in the Health Program 


W. W. Bauer, Chicago (Journal A. M. A., Aug. 15, 
1936), shows that the place of the physician in a 
community health program must be a central one 
Public health relies in the last analysis on medical 
science. It is true other sciences are called on and 
that nurses, statisticians, educators, administrators 
and engineers make their contributions to a pro- 
gram of public health, but without the correlation 
furnished by medicine, progress toward better 
health would not ensue. A successful program to- 
ward better health demands idealism, but it must 
also be a practical movement. The feet of the 
worker must be firmly planted on solid ground. The 
experience of the physician with the complexities of 
the human organism and the endless complications 
involved in its relationship to the environmental 
cause him to develop a spirit of conservatism and 
caution. The conservatism of the profession makes 
it an easy mark for lampoons by the thoughtless 
or the unscrupulous, but this very conservatism 
can be a valuable balance wheel which will help to 
keep the practices of public health within the 
bounds of scientific accuracy. Idealism and practi- 
cal experience require opportunity for expression 
No one in the community has a greater opportunity 
than has the physician. The medical profession as 
a whole has always accepted its obligations toward 
the public in a spirit of idealism tempered by ex- 
perience. Public health, in common with all other 
branches of medicine, rests on research. Without 
research there is no progress. The medical profes- 
sion, individually and collectively, has always been 
in the forefront of research. The existence of the 
Scientific Assembly and the Scientific Exhibit of 
the American Medical Association are in them- 
selves powerful stimuli to research. The Journal of 
the American Medical Association and the eight 
special journals offer opportunity for the publica- 
tion of significant contributions. The Associatoin 
itself makes grants in support of research. Signifi- 
cant contributions to research are made by repre- 
sentative members and Fellows of the Association 
and their allied workers through research labora- 
tories in medical schools, governmental establish- 
ments and other institutions. Organized medicine 
has not only encouraged and participated in re- 
search but has defended it against the villainous 
attacks of the antivivisectionists, who deck them- 
selves in furs and feathers while they shudder at 
the thought of stimulating the muscle of a dead 
frog with an electric current. Legislation intended 
to cripple medical research has been fought in the 
Congress of the United States and in the several 
state legislatures by research workers and medical 
societies. The influence of organized medicine has 
consistently been exerted in defense of an apathetic 
public which has not yet realized how its security 
is threatened by a small noisy group of fanatics 
The physician knows community health needs in a 
peculiarly intimate manner possible only to physi- 
cians and the clergy. The phsician must have a 
central place in the public health program because 
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he commands public confidence. Another field in 
which the physician can make great contributions, 
has made them and continues to make them, is 
health education. Since the very beginning of med- 
ical practice, it has been the habit of physicians 
to advise their patients not only about treatment 
but about prevention. This has been a person to 
person relationship, and this relationship will con- 
tinue to be necessary in our attacks on the great 
health problems of today; namely, cancer, apo- 
plexy, kidney disease, syphilis, diabetes, heart dis- 
ease and the evils of self diagnosis, self medication 
and the nostrum racket. The fight against quack- 
ery has been prosecuted with more vigor and suc- 
cess by the medical profession than any other 
agency. The picture painted is not a complete can- 
vas. Not every physician measures up to the ideals 
that have here been pictured, but the profession, 
as a whole, may fairly be said to have done so. 
——-——0- 


Vesico-Intestinal Fistula, Caused by Foreign 
Bodies in the Bowel 


Robert H. Hearst and Edwin M. Miller, Chicago 
(Journal A. M. A., June 20, 1936), state that in a 
careful study of the reviewed cases it was very dif- 
ficult in many instances to determine the origin 
of the foreign body: (1) whether it traveled by way 
of the gastro-intestinal tract and for some reason 
hesitated in a portion of the bowel, (2) whether it 
became lodged in a diverticulum causing an in- 
flammatory reaction with adhesion to the bladder 
wall and finally ulcerating through, or (3) whether 
the foreign body was introduced into the bladder 
through the urethra and ulcerated through tne 
bladder wall, involving the wall of the intestine 
and in this way producing a fistula. Considering 
the large number of foreign bodies found in the 
bladder, including stones which cause little or no 
change in the bladder wall, it is quite evident that 
the production of the fistula in this way is not 
very common. The authors have been able to vis- 
ualize the intestine a few times by passing a ure- 
teral catheter into the bladder end of the fistula 
and injecting sodium iodide. The pre-operative di- 
agnosis of vesico-intestinal fistula with present-day 
urologic methods is not difficult. The diagnosis of 
the cases produced by foreign bodies may not offer 
much difficulty if the foreign body can be found 
in roentgenograms or seen with a cystoscope. In 
their case this was not possible. The chicken bone 
that produced the fistula was surrounded by a 
large inflammatory mass involving the intestine 
and failed to show in the roentgenogram. The part 
of the bone that lodged in the wall of the bladder 
did not protrude into the bladder and could not be 
seen with a cystoscope. 

- oO 


Fractures of Patella: Results of Total and Partial 
Excisions of Patella for Acute Fracture 
William E. Blodgett, Detroit, and Robert D. Fair- 
child, Rochester, Minn. (Journal A. M. A., June 20, 
1936), propose the method of subtotal resection ol 
the patella or when indicated, total excision of the 
patella. Briefly they advocate the excision of the 
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upper fragment or fragments in those cases in 
which there is a sizeable lower fragment left for 
attachment of the quadriceps tendon and aponeu- 
rosis. In those instances in which the patella has 
been markedly comminuted with wide separation of 
the fragments and a sizable lower fragment is not 
left, they advise the immediate removal of the 
whole patella. Twenty patients had total or partial 
excision of the patella; in nine the upper frag- 
ment was removed, in three the lower fragment, 
and in eight a total excision of the patella was 
done. Eleven of these patients returned at the 
authors’ request for personal examination, the re- 
mainder are listed as unknown. There were seven 
excellent results and in four good improvement was 
obtained. A longitudinal incision was used in seven 
instances, a curved longitudinal incision in six and 
a transverse semicircular incision with the con- 
cavity downward in seven. The question of non- 
union or of fibrous union of the patella or of ad- 
hesions to the femur never arises. The operator 
may choose his incision provided exposure is ade- 
quate to investigate and repair the tears in the 
knee joint capsule. The length of hospitalization 
was substantially less than that for the series 
treated by older methods. The patella does not 
regenerate following excision 
0- 


Artificial Fever in Treatment of Gonorrheal 
Ophthalmia 


As fever treatment of gonorrheal infections in 
various parts of the body is beneficial and as the 
lethal death time of Neisseria gonorrhoeae at 41.5 
C. (106.7 F.) varies between six and twenty-four 
hours, W. T. Hasler, Jr., and Louis Spekter, Dur- 
ham, N. C. (Journal A. M. A., July 11, 1936), treat- 
ed six cases of gonorrheal ophthalmia with radiant 
energy. Treatments for five hours at 41.5 C. or 
lower (never higher) may be given instead of the 
twelve hourly period, which requires two or three 
shifts of nurses. However, more treatments will 
be required. During the first two or three hours 
of fever the conjunctival discharge diminishes 
rapidly in amount and the edema becomes less, 
allowing the irrigating solution to reach all parts 
of the conjunctiva. Toward the end of the treat- 
ment the changes have progressed, so that the 
cornea, which perhaps could not be seen well be- 
fore treatment, because of chemosis, now can be 
more clearly observed. Irrigations may be con- 
tinued with ease for the next few days. Gonococci, 
which still may be present, seem to be less resist- 
ant to antiseptics. Though irrigations may not 
be necessary, it is wiser to carry them out at in- 
tervals of four hours. If the infection is not 
eradicated by the first treatment, the inflamma- 
tory process may recur in two or three days, when 
a second treatment should be given. Of the six 
patients having gonorrheal ophthalmia the or- 
ganisms disappeared after one or wuwo treatments 
in five. In the sixth the gonococci disappeared ont 
week following the second treatment. 


School of Year of ADDRESS 
Graduation Graduation 


University of Okla. 1935 Oklahoma City, Okla 
University of Okla 1935 San Francisco, Calif 
University of Okla. 1934 Duncan, Oklahoma 
Unive ity of Okla 1935 Cache, Oklahoma 
University of Okla 1935 Oklahoma City, Okla 
University of Okla. 1934 Pauls Valley, Okla 
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| EDITORIAL 


THE OKLAHOMA CITY CLINICAL 
CONFERENCE 





This excellent meeting, as you will notice 
on the front cover page of THE JOURNAL, is 
to be held October 26, 27, 28 and 29, at 
Hotel Biltmore in Oklahoma City, and this 
gives the medical profession of Oklahoma 
an opportunity to hear some of the very 
best international medical authorities on 
subects that will be of general interest. 

Not only will professional subjects be 
very liberally discussed but Dr. Charles 
Gordon Heyd, President of the American 
Medical Association, is to be present at 
this meeting and will undoubtedly discuss 
some phases of Medical Organization that 
will be of interest to every physician. 


The medical profession of Oklahoma 


City has gone to much expense and hard 
work to bring to our very door this most 
excellent program and the physicians of 
the State are missing a most wonderful 
opportunity if they do not participate in 
this conference. With the scientific dis- 
cussions, the discussion of medical organi- 
zation and the carefully planned social 
features a program has been built up that 
is well worth while. 
- oO 


CANNED FOODS 


The tin can in which preserved products 
have for years been marketed has had to 
accept the responsibility for many illnesses 
and many people, not properly informed, 
have been “gun shy” of canned foods. 
Physicians are asked many questions by 
their patients about the danger of using 
the products and perhaps have given too 
little thought to this subject and are con- 
sequently unable to give intelligent ad- 
vice. 

The preparation of materials for canning 
consists, first, of thorough cleansing which 
is usually done by washing under high 
pressure sprays, then the stock is carefully 
sorted by removing any imperfect prod- 
ucts. These procedures are sometimes done 
mechanically. In some instances the ma- 
terials to be canned are “blanched” or 
scalded by immersion in hot water. This 
process serves not only to clean the 
product further but also to soften the tis- 
sues and expel air therefrom. Sometimes 
the food is pre-cooked and filled into cans; 
again it may be filled into cans and hot 
water or salt and sugar solutions added. 
All of these operations serve to pre-heat 
the food and exclude air from the cans. 

The cans are hermetically sealed while 
the contents are still hot. The sealed cans 
are then heat processed to destroy spoilage 
micro-organisms; finally the cans are 
cooled in water or air which contracts the 
contents and produces a vacuum within 
the can. 


One question commonly asked concern- 
ing canned food is whether or not the con- 
tents of the can should be removed to 
another container immediately after open- 
ing. This is entirely unnecessary and this 
idea has been as thoroughly discredited as 
the “ptomaine” theory of food poisoning. 





368 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


After considering the foregoing de- 
scription of the preparation and canning 
of food it would appear that the freshly 
opened can is the cleanest container in the 
average kitchen. 

With certain foods, it is desirable from 
the standpoint of quality to remove the 
food from the can. Such foods, usually 
those of an acidic nature, may act slowly 
on the can after air is admitted and small 
amounts of tin and iron may be absorbed. 
Traces of these metals have been shown by 
a government laboratory to be entirely 
innocuous. 

It may be interesting to know that the 
modern sanitary style can is manufactured 
from “tin plate.” This is made by plating 
or coating thin steel sheets with pure tin. 
Foods packed in plain or unenameled cans 
are, therefore, exposed to iron and tin 
surfaces and it is common knowledge that 
canned foods may acquire small amounts 
of these metals from contact with their 
containers. 

In general the acid foods tend to take 
up more of these metals, especially when 
air is admitted after the can is opened. 
However, the quantities of tin or iron 
present in canned foods, as a result of re- 
action with the container, are small; the 
analytical chemist reports these amounts 
in “parts per million.” 

We are often asked relative to chemical 
preservatives in commercially canned 
foods and we wish to say there are no pre- 
servatives used. 

Spoilage of food is principally caused by 
the growth and multiplication in food of 
micro-organisms, such as yeast, molds, or 
certain types of bacteria. 

All methods of food preservation have a 
common underlying principle; they all 
alter some factor or factors in the food en- 
vironment so as to render conditions un- 
favorable for the growth or development 
of spoilage organisms in the food. 

The methods used in the commercially 
canned foods has done away with botulism. 
The effectiveness of these measures used 
by the canning industry of the United 
States is evidenced by the fact that no 
case of botulism attributable to an Ameri- 
can commercially canned food has occur- 
red during the past ten years. 

Such are the facts. The American can- 


ning industry offers its products to the 
consuming public for what they are; 
namely, wholesome and nutritious foods. 


— ee ) 


COMMERCIALIZED BLOOD PRESSURE 


“Read Your Own Blood Pressure, 10c,” 
was the large sign in front of a device at 
Coney Island which has become the storm 
center of a legal battle. The State Depart- 
ment of Education has asked the Supreme 
Court to order those and other machines 
of the kind out of existence on the ground 
that their operation violates the State 
Medical Practice Act. Taking blood pres- 
sure is argued to be a diagnosis of a physi- 
cal condition, and should not be done ex- 
cept by a physician. The maker of the 
machines has countered by filing an in- 
junction to prevent interference with his 
business, and the matter will be fought 
out in the courts. 


On August 1 an operator of one of the 
machines was arrested on charge of prac- 
ticing medicine without a license, and will 
soon be brought to trial. Any comment 
here on his guilt or innocence of this 
offense before the verdict would be in 
contempt of court, and the next issue of 
this department might have to be written 
in the calaboose, so nothing had better be 
said, perhaps, on that point. 


It would be easy to magnify the danger 
of this blood-pressure device out of all 
true proportion. Probably nobody with 
arterio-sclerosis is going to burst a blood- 
vessel when he sees the pointer climb to 
some high figure on the dial. At the same 
time we all know that such a casual side- 
walk reading is more likely to be wrong 
than right. The poor dupe who pays his 
dime may easily be so fidgety that he will 
show a higher pressure than he normally 
has. Every doctor knows the excitable type 
of patient who has to be calmed down and 
put at his ease before taking the reading, 
or it will be too high. A leading Boston 
internist is quoted as saying that he takes 
three rapid readings in succession in all 
cases and accepts the lowest systolic and 
diastolic as the fairest. 

FIRING A CANNON AT A FLEA 

The Coney Island device came up in 
conversation at the New York Academy of 
Medicine a few days ago and a well-known 
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physician said it reminded him of an ex- 
perience related by Heywood Broun, the 
columnist. It seemed that Broun was hav- 
ing a physical examination, and noticed 
a slight lift of the doctor’s eyebrow as he 
took his blood-pressure. “What’s wrong, 
doctor?” “Oh, nothing.” “Why did you lift 
your eyebrow?” “Well, your blood-pres- 
sure is just a little low, but not enough to 
bother about.” 

Nevertheless, it did worry him, and a 
few days later he decided to have another 
doctor go over him. Again, the physician’s 
eyebrow arched a trifle. “What’s wrong, 
doctor?” “Oh, nothing.” “Why did you lift 
your eyebrow?” “Well, your blood-pressure 
is just a little high, but not enough to 
bother about.” The worry had done it. The 
fact is, of course, that the arterial tension 
is so fickle an affair that a device like the 
one at Coney is worse than useless. To take 
a test after chuting the chutes, bumping 
the bumps, riding the merry-go-round, and 
filling up with hot-dogs and peanuts is 
like counting the pulse after a foot-race. 
But to get all steamed up over the imagi- 
nary perils of the machine is equally too 
feverish. If some folks are scared into con- 
sulting a doctor, they may get a real ex- 
amination and advice that will do them 
good. Too drastic action may be like firing 
a cannon at a flea—Reprint from New 
York State Journal of Medicine, Septem- 
ber 1, 1936, Vol. 36, No. 17. 


——-. 0 





Editorial Notes—Personal and General 


DR. J. H. HOWE, accompanied by Mrs. Howe, 
of Oklahoma City, attended the sessions of the 
three-day meeting of the Southwestern Urological 
Association in Omaha, Neb., September 16, 17 and 
18. 





DR. ALLEN R. RUSSELL, McAlester, attended 
the meeting of the Southwestern Urological Asso- 
ciation at Omaha, Neb., September 16, 17 and 18 


DR. HERVEY A. FOERSTER, Oklahoma City, 
announces the opening of offices, 314 Medical Arts 
building, with practice limited to dermatology 


DR. COYNE H. CAMPBELL, Oklahoma City, is 
taking special work in psychiatry in Chicago 


DR. J. C. REYNOLDS, Frederick, is recovering 
from injuries sustained when he was knocked down 
by a car 


DR. A. S. PIPER, Enid, spent the latter part of 


September in New York at the American Academy 
of Ophthalmology and Oto-Laryngology 


DR. and MRS. J. WILLIAM FINCH, Sentinel, 
are in St. Louis where Dr. Finch is enrolled in the 
Washington University Post Graduate School of 
Pediatrics for the months of October and Novem- 
ber. 


DR. WYLIE CHESNUT, Miami, was named Sec- 
retary of the Ottawa County Medical Society to 
succeed DR. CHARLES M. GRAY. who resigned to 
go to Washington, D. C., where he will continue 
his practice. 


DR. E. O. JOHNSON has just completed a years’ 
fellowship course in gynecology and obstetrics at 
Johns Hopkins Hospital, and has become associated 
with Dr. P. N. Charbonnet, 2-6 Medical Arts Build- 
ing, Tulsa 


> 





News of the County Medical Societies | 


At a regular session of the LeFlore County Medi- 
cal Society, meeting September 10, Dr. S. D. Be- 
ville, Poteau, Okla., and Dr. Neeson Rolle, Poteau, 
Okla., were expelled from the Society because of 
their connection with hospital association that is 
soliciting patients 





Members of the Tulsa County Medical Society 
were hosts to a special legislative meeting October 
12. The following program was given 

Introductory remarks 

Introduction of Mr. Jess Harper, Executive Sec- 
retary, Dr. L. S. Willour, Secretary, McAleste1 

Our Legislative Program—Dr. McLain Rogers 
Member Legislative Committee, Clinton 

Efforts and Accomplishments—Dr. H. K. Speed 
Chairman Legislative Committee, Sayre 

General discussion 


The Kay County Medical Society met in Black- 
well, Okla., September 21, 1936. Three speakers 
from Arkansas City, Kans., were in charge 

Dr. Lochlan Beatson, who gave a very interest- 
ing, instructive paper with his personal experience 
on total] oblation of the thyroid in angina pectoris, 
he being a victim of this disease and having under- 
gone the operation 

Dr. Moran Fischer and Dr. Moran were the 
other speakers. 





| RESOLUTIONS 








The following resolution was passed by the Ok- 
mulgee County Medical Society upon the death of 
Dr. W. S. Watson, 81-year-old retired pioneer phy- 
Siclan 

WHEREAS, this committee, recording the deep 
regret that we and The Okmulgee County Medical 
Society feel at his passing, and, 

WHEREAS, this society has lost a true friend 
and those among whom he labored for so many 
years, a valuable counselor, and, 

WHEREAS, he will be remembered as a true and 
lofty-minded citizen, one true to his profession, 
loyal and just to his family, therefore, 

BE IT RESOLVED, that we extend to the family 
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our deepest sympathy and condolence in their loss, 
and, 

Be IT FURTHER RESOLVED, that a copy of 
this resolution be spread upon the minutes of this 
meeting, and that it be published in The Journal 
of the Oklahoma State Medical Association, and 
that a copy be sent to the family and to the press 
of this city. 

M. D. Carnell. 
W. C. Mitchener, 
S. B. Leslie. 


—_—_—_—__—oO 
CHANGES IN 1936 ROSTER 
NEW MEMBERS 
Carter County: 
Morris, D. Gordon Healdton 
Garvin County: 
Robberson, Jr., M. E. 
RENEWALS 


Wynnewood 


Jackson County: 
Collier, E. K 
Lincoln County: 
Baird, W. D. 
Osage County: 
Alexander, E. T 

CHANGE OF ADDRESS 
Garfield County: 
Mathews, G. F. 
Okfuskee County: 


Murdoch, L. H., Okeene, to Route 6, Box 264-A,, 
Oklahoma City 


Tipton 
Stroud 


Barnsdall 


Enid to Tahlequah 


Oklahoma County: 
Emenhiser, Lee K., Oklahoma City, to Barnes Hos- 
pital, St. Louis Mo 


0 
Quinolor Lubricant 


In Quinolor Lubricant, the Squibb Laboratories 
are offering a new antiseptic lubricating jelly whose 
field of service is especially broad. It may be used 
as a simple household application or for scientific 
employment in the operating room. It is bacterio- 
static and antiseptic, does not become rancid, is 
non-irritating and is not injurious to the most deli- 
cate tissues. Upon the gloved finger for digital ex- 
amination or upon catheters, sounds, nozzles, tubes 
or any similar instrument, it facilitates and ren- 
ders painless their introduction. As an antiseptic, 
it may be employed as a protective dressing for 
superficial lesions. 

Quinolor Lubricant yields a clear zone of five to 
six millimeters when subjected to the “cup test” 
against staphylococcus aureus. Its antiseptic power 
is due to the inclusion of 0.025 per cent of a new 
antiseptic substance, Quinolor, which is produced 
by the chlorination of hydroxy-quinoline. Whether 
applied to moist or dry surface, Quinolor Lubricant 
spreads readily and smoothly and adheres tena- 
ciously. It is soluble in water, may be removed 
without the use of soap and does not stain clothing 
or linen 

Quinolor Lubricant—Squibb Antiseptic Lubricat- 
ing Jelly—is supplied in 2's and 4's ounce collap- 
sible tubes. 


—————— QO——__—_ 


Academy of Physical Medicine Annual Meeting 

The Academy of Physical Medicine will hold its 
annual meeting in Boston, Mass., at the Hotel 
Statler, October 20, 21 and 22, 1936. The program 
is educational in character and contains symposia 
and reports on the newer studies and clinical de- 


velopments in physical medicine presented by recog- 
nized authorities in the various fields of medicine 
and basic sciences. 

0 — 
LEGISLATIVE FUND 





County Allotment Amt. Paid 
Adair $ 40.00 
Alfalfa 70.00 
Atoka-Coal . 30.00 $ 10.00 
Beckham 140.00 130.00 
Blaine 90.00 
Bryan 240.00 140.00 
Caddo 240.00 
Canadian 230.00 
Carter 260.00 
Cherokee 30.00 
Choctaw . 70.00 60.00 
Cleveland 270.00 
Comanche 190.00 
Cotton 90.00 
Craig 150.00 80.00 
Creek 330.00 185.00 
Custer 230.00 210.00 
Garfield 420.00 250.00 
Garvin 150.00 150.00 
Grady 230.00 160.00 
Grant 40.00 
Greer 110.00 
Harmon 80.00 
Haskell 60.00 40.00 
Hughes 170.00 
Jackson 160.00 120.00 
Jefferson 110.00 
Johnston 10.00 
Kay 320.00 280.00 
Kingfishe1 90.00 
Kiowa 170.00 
Latimer 40.00 
LeF lore 160.00 100.00 
Lincoln 150.00 30.00 
Logan 200.00 100.00 
Major . 30.00 
Marshall 50.00 
Mayes 110.00 20.00 
McClain 60.00 
McCurtain 70.00 
McIntosh 60.00 50.00 
Murray 110.00 
Muskogee 520.00 10.00 
Noble 40.00 
Nowata 50.00 
Okfuskee 150.00 
Oklahoma 2740.00 1060.00 
Okmulgee 280.00 210.00 
Osage 220.00 140.00 
Ottawa 310.00 
Pawnee 100.00 90.00 
Payne 250.00 140.00 
Pittsburg 350.00 170.00 
Pontotoc 300.00 290.00 
Pottawatomie 330.00 150.00 
Pushmataha 80.00 
Rogers 120.00 
Seminole 320.00 
Sequoyah 10.00 
Stephens 220.00 
Texas 50.00 
Tillman 100.00 
Tulsa 1980.00 
Wagoner 40.00 
Washington 250.00 230.00 
Washita 120.00 
Woods 190.00 140.00 
Woodward 260.00 140.00 


NOTE—Corrections and additions to the above 
list will be appreciated. 
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OBITUARIES 


DOCTOR SAMUEL ROBERT 
CUNNINGHAM 

Samuel Robert Cunningham was born in 
Putnam County, Indiana, June 20, 1873. He 
came of a family whe had been pioneers in 
the settlement of that state. His life on the 
farm, together with the heritage of a strong 
body, developed in him a penchant for ath- 
letics, and an outdoor life, which explains 
some of his many hobbies 

He took his collegiate work at Butler Col- 
lege, Indianapolis, where he received a de- 
gree of Bachelor of Science. He graduated 
from the Indiana Medical College in 1899, 
and practiced in Indianapolis from 1899 to 
1908, when he came to Oklahoma City. He 
was first associated with the late Dr. A. K 
West, who at that time was Dean of the Ep- 
worth Medical School, which later became 
the University of Oklahoma School of Medi- 
cine. His first duties in the the Medical 
School was the Chair of Gynecology (Sep- 
tember, 1910). His interest in orthopedics 
caused him to shift to that specialty, so that 
he was given the Chair of Orthopedics in 
1927, and retained that position until his 
death 

Dr. Cunningham belonged to the following 
medical societies: Oklahoma County Medical 
Society, State Medical Society, American 
Medical Association, College of Surgeons 
American Orthopedic Association, Charter 
Member of the American Academy of Ortho- 
pedics, Orthopedic Clinical Society, and Cer- 
tified by the National Committee to practice 
Orthopedic Surgery. Some of his recent pub- 
lications were: “Fracture of the Ulna with 
Dislocation of the Head of the Radius,” Jour- 
nal Bone and Joint Surgery, Vol. XVI, April, 
1934 “Treatment of Fracture by Skeletal 
Traction,” Surgery, Gynecology and Obstet- 
rics, February, 1931 

He played professional baseball as a mean 
of earning money for his college work. He 
was a devotee of golf for many year ind 
held title of State Champion for awhile. His 
love of the horse caused him to later be- 
come a daily rider, and he owned some very 
creditable saddle stock 

His civic and social life can best be visual- 
ized by the fact that he was a member of 
the Board of Directors of the Y. M. C. A., 
Oklahoma City Golf and Country Club, Sad- 
dle and Polo Club, Men's Dinner Club, Cham- 
ber of Commerce, and the University Club 
His interest in Boy Scouts brought the frui- 
tion of a Camp Cunningham, named for him 

He leaves a wife, who as Miss Della Han- 
son he married in August, 1927. He left two 
sons by his first marriage, Roger, thirty-one 
years of age, who is a teacher of science in 
the Oklahoma City high school, and Hugh, 
twenty-nine years of age, a graduate physi- 
cian and resident in Bellevue Hospital, New 
York 

He had been failing in health for some 
months, but kept at his work until a short 
time before his death, which occurred Sep- 
tember 7. 1936. He leaves a large circle of 
friends and admirers 


DOCTOR W. D. HAYNIE 

Dr. W. D. Haynie was born near New Al- 
bany, Miss., on June 22, 1874, where he grew 
to young manhood. After completing the 
common, high school and college courses he 
entered on the study of medicine, attending 
several southern medical colleges, qualify- 
ing to practice medicine in the Indian Terri- 
tory by examination just before statehood 

He first located at Powell, Marshall county 
and after practicing there several years 
moved to Kingston, Marshall county, where 
he enjoyed a large practice, and was active 
in the practice up until a week before his 
death which occurred at the Wilson N. Jones 
Hospital, Sherman, Texas, on September 21, 
1936 

He had the happy gift of making friends 
and was held in high esteem by all who 
knew him. He was a leading citizen of his 
community and was a leader in organized 
medicine He erved as Secret f 


} 
! 


ary of the 
Marshall County Medical Society, and at 
the time of his death he was president of the 
society 

Early in life he joined the Associate Re- 
formed Presbyterian Church and lived a 
consistent Christian all his life. He was a 
thirty-second degree Mason holding hi 
membership at McAlester, and his Blue Lodge 
membership at Kingston 

His funeral was held at the Methodist 
Church at Kingston on September 22, where 
a large number of his friends paid their last 
sad respects to a life well spent, and hi 
body was laid to rest in the Kingston ceme- 
tery by the side of his wife who ceded 


him in death two and a half yea Beside 
his seven children who mourn his k he 
leaves one sister and four brothers, one of 
whom is Dr. John A. Haynie of Durant 
Okla., and one nephew who is a physician 


Dr. Keiller Haynie, of Durant, Okla 


DOCTOR W. 8S. WATSON 

Dr. W S Watson, 8l-year-old retired 
pioneer physician, died at his home in Ok- 
mulgee, Oklahoma, August 9, 1936, following 
an illne of ten days caused by cerebral} 
apople XV 

Dr. Watson was born in Tulip, Arkansas 
He graduated from the Missouri School ol 
Medicine, now Washington University in 
St. Louis, in 1880. Only one other graduate ol 
that period now survive 

Doctor Watson was married to Miss Etta 
Palmer and they established their residence 
in Amity, Arkansas, where he practiced med- 
icine for forty-one years. In 1921 the famil 
moved to Okmulgee where he was engaged 
In active practice until four years ago 

Dr. Watson was made an honorary life- 
time member of the Okmulgee County Medi- 
cal Society, and in May last, was given the 
same honor by the Oklahoma State Medical 


Association 


RECENT DEATHS 
(Insufficient data available for obituary) 
Dodson, W. O., Willow, August 5, 1936 
Edwards, R. T., Oklahoma City, August 6, 1936 
Huckabay, C. R., Idabel, August 20, 1936 
Keller, G. F., Oklahoma City, August 12, 1936 
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By C. E. BRADLEY, M.D. 


The Early Treatment of Poliomyelitis and the Im- 
portance of Physical Therapy. Arthur T. Legg, 
M.D., Boston. Journal A. M. A., Volume 107, 
Number 9, August 29, 1936, 


The author discusses the treatment of fifty-three 
cases of poliomyelitis pointing out the value of 
treatment over long periods of time in the pre- 
vention of deformities and the regaining of muscle 
power. 

Undoubtedly the most important phase of the 
treatment of poliomyelitis is the complete rest and 
immobilization with the limbs in the neutral posi- 
tion as soon as the first or acute stage of the dis- 
ease is over—that is, when the temperature has 
dropped to normal, and the muscles show definite 
paralysis or weakness. This complete rest must be 
insisted upon to prevent contracture and to aid in 
the relief of the sensitive stage 

A complete muscle examination should be made 
as soon as the sensitive stage is over, and plans 
for muscle training made accordingly. 

It is preferable to begin with the muscle train- 
ing under water, because the buoyancy of the water 
aids the patient and gives him new interest and 
hope because of his accomplishments. It is import- 
ant that the patient be carefully watched so that 
over-exercise does not weaken the muscles. Too 
many physicians leave the follow-up care of these 
patients to their physiotherapists. The author feels 
that the physician should retain complete respon- 
sibility for the care of these patients even over 
long periods. He gives a complete muscle examination 
each month for the first four months, then every 
two months for the next six months, then every 
four months for the next six years, and finally 
every six months. If this procedure is carried out, 
there is little danger of developing one muscle at 
the expense of another. 

In immobilizing the limbs, it is important to re- 
member that the neutral position should not be 
held so long that the joints become stiff. If wire 
splints or bi-valved plasters are used, they can be 
easily removed; and after the acute sensitive stage 
has passed, the arms or legs may be removed once 
or twice a day and manually flexed (providing the 
patient is unable to flex them) within the limits of 
sensitiveness. 

The author divided his cases into three groups; 
those receiving good care, medium care, and poor 
care. His studies show that all of the cases showed 
their greatest amount of improvement during the 
first year, and that even then the degree of im- 
provement coincided with the class of treatment 
given them. Of course there is a small percentage 
of cases that will recover spontaneously, but the 
author feels that all of these cases will recover 
within the first six months. These studies were 
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made over a period of nine years: the patients re- 
ceiving good treatment improved eighty-one per 
cent in the nine years, patients receiving medium 
treatment improved seventy-four per cent, and 
those receiving poor treatment improved but fifty- 
three per cent. 

It is especially interesting and encouraging io 
note that even after nine years of careful and per- 
sistent treatment these weakened muscles showed 
definite improvement, and above all it is a chal- 
lenge to any physician who comes in contact with 
a case of poliomyelitis to stress the importance of 
prompt and prolonged treatment 


Intravenous Treatment of Meningococcic Meningi- 
tis With Meningococcus Antitoxin. Archibald L. 
Hoyne, M.D., Chicago. Journal A. M. A., Volume 
107, Number 7, August 15 1936. 


A survey of the literature and the official statis- 
tics of cities and states shows a surprisingly high 
death rate prevailing for meningococcus meningi- 
tis. The statistics which follow are typical. At the 
Cook County Hospital in Chicago, during a period 
of nineteen years prior to 1934, the fatality rate for 
meningococcus meningitis has varied from thirty- 
five per cent to ninety per cent, and has averaged 
over fifty per cent. All of these patients received 
serum intraspinally; occasionally other types of in- 
jections were made, but they were only resorted to 
as auxiliary measures 

Age seems to greatly influence the fatality rate, 
being comparatively low, or 12.9 per cent, in child- 
ren under ten years of age, and increasing pro- 
portionately with age. 

The question which is foremost in the mind of 
the author is: “Are we justified in calling a menin- 
gococcic meningitis an acute infectious disease of 
the nervous system? Is it not perhaps a systemic 
infection of which the meningitis is a complica- 
tion?” This thought was presented by Herrick 
twenty years ago, when he suggested the term 
meningococcia for the entity, claiming that the dis- 
ease travels through the body in the blood stream, 
and that the meninges are thus infected. This in- 
terpretation would, we feel, account for the poor 
and incongruous results of the present accepted 
treatment—intraspinal injection of the serum—and 
upon it we have based our present mode of treat- 
ment which is as follows 

Immediately on admission to the hospital a blood 
culture is taken. If the patient has petechiae, the 
blood culture is nearly always positive. Should 
there be little or no rigidity of the neck a lumbar 
puncture is not performed. Preparations are made 
for intravenous therapy, and later, after the blood 
culture has become negative, a spinal tap is done 
to confirm the clinical diagnosis 

Antimeningococcus serum or meningococcus antl- 
toxin was given to alternate patients in order to 
compare therapeutic effects. This was done irre- 
spective of age or severity of infection. Whether 
meningococcus serum or antitoxin is to be injected, 
it is given diluted in ten per cent dextrose in 
physiologic saline of at least twice the volume ol 
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the therapeutic agent. From five to fifteen minims 
of epinephrine is added to the mixture. It is then 
administered by the gravity method at a flow of 
about sixty drops per minute at body temperature 
Any vein in an extremity may be selected—the part 
should be immobilized on a splint 

When antitoxin is used, 50,000 units for a child 
to 100,000 units for an adult is usually given as an 
initial dose. If one of the standard antimeningococ- 
cus sera is selected, the dose is generally from 150 
cc. for a child to 200 to 300 cc. for an adult. Either 
treatment may be repeated at twenty-four hour 
intervals if it seems indicated. Frequently only 
one large dose will be required; however, the 
author recently gave 100,000 units of antitoxin four 
consecutive days, to a woman who had been ill six 
days before she entered the hospital in coma. She 
made a complete recovery and was discharged from 
the hospital in twelve days. 

Most of the patients developed urticaria in five 
to seven days, but no serious reactions have been 
encountered; none have been more severe when th 
agent was diluted as described, than those occur- 
ring when undiluted serum is injected intraspinally 

The patients treated during 1934, 1935, and 1936 
have received no intrapsinal treatment, and the 
fatality rate for all cases was only 11.8 per cent 
The fatality rate for the forty-three patients who 
were twenty years old or less, was only 2.3 per cent 
For the thirty-one antitoxin-treated patients, irre- 
spective of age, the fatality rate was 6.4 per cent 
The fatality rates for all serum treated patients 
was 14.2 per cent. This wide difference in apparent 
therapeutic efficiency between the antitoxin and 
serum groups is not usually so marked. The num- 
ber off meningococcic patients treated exclusively 
by the intravenous route was ninety-six, and the 
fatality rate for the combined groups was 15.9 per 
cent 

The administration of an adequate dose of anti- 
toxin or serum is followed by a marked decline in 
temperature, often with return to normal within 
twelve hours. If a satisfactory response is not pro- 
duced within twenty-four hours, the dose is re- 
peated. Frequently in very severe cases a second 
dose is administered in twelve hours. Evidence of 
intracranial pressure is an indication for another 
lumbar puncture. Often a pronounced reduction in 
the cell count, and an absence of meningococci, is 
noted. This is of interest because it has been 
thought for so long that destruction of the menin- 
gococcus depended upon its coming in direct con- 
tact with the serum 

Opisthotonos is common when the antimenin- 
gococcus serum is administered intraspinally. There 
is more irritation of the meninges due to the 
presence of a foreign substance; this is demon- 
strated by the fact that when this method of 
therapy is used in the septicemic state, the menin- 
gitis symptoms become more pronounced. The fact 
that frequently spinal taps done early in the course 
of the disease have been negative for meningococc! 
and elevated cell counts, has led the author to con- 
sider the toxic aspects of the disease more care- 
fully. Moreover there is always danger of secondary 
infection and permanent injury to the vertebral 
column when numerous spinal taps are done. 

Suppurative processes are seldom encountered 
when the patient is treated by the intravenous 
method exclusively. Panophthalmitis is one of the 
most serious complications of epidemic meningitis, 
but it has not occurred in any patient receiving ex- 
clusively intravenous therapy Endophthalmitis 
iridocyclitis, and optic atrophy have occurred, but 
neither eye nor ear complications have developed 
in any antitoxin treated patient after this form ol 
therapy has been instituted. The few eye and ear 
complications that developed in the serum-treated 


patients were attributed to toxic rather than to 
suppurative influences 

Strabismus and facial paralysis, even complete 
hemiplegia, are not uncommon complications of 
meningitis, and have been noted in some of oul 
cases on hospitalization. They all happened to be 
treated with antitoxin and made complete recovery 
Hydrocephalus occurs much less frequently in cases 
treated intravenously, and so the persistent belief 
that lack of spinal taps produced the condition 
seems doomed 

So far the author has no discharged patients 
who were treated exclusively by the intravenous 
method, re-enter the hospital because of recur- 
rences. Recurrences were not uncommon in _ the 
past in patients who were treated intraspinally 


By HUGH JETER, M.D., F.A.C.P., AS.C.P 

Blood: A Review of Recent Literature. Raphael 

Isaacs, M.D., Cyrus C. Sturgis, M.D., Frank H. 

Bethel, M.D., and 8S. Milton Goldhamer, M.D., 

Ann Arbor, Mich. 

HEMOPHILIA 

There is considerable diversity of Opinion re- 
garding the nature of the blood elements concerned 
with the clotting mechanism in hemophilia. It 
was recently demonstrated that all the elements 
are normal but that the formation of thrombin 
is delayed. Some authors have expressed the belief 
that the disease is due to faulty development of the 
liver while others have stated that it is caused by 
an endocrine deficiency 

There is described a syndrome known as pseudo- 
hemophilia which is characterized by heredity 
transmission by either sex, normal platelet count 
positive reactions to the Rumpel-Leed and needle- 
prick tests, prolonged time and normal clotting 
time 

Histopathologic studies of bone marrow in hemo- 
philia reveal an increase in number of megakaryo- 
cytes. The red cell forming and white cell forming 
tissues appear normal with the exception of the 
prominence of the reticulo-endothelial, no change 
are evident in the spleen or lymph glands 

No known specific therapy exists. Some of the 
common agents employed are whole blood, citrated 
blood, human plasma, human and animal serum 
defibrinated blood, hemostatic preparations, fibrino- 
gen and cephalin in suspension, calcium chloride 
sodium citrate, protein shock, liver and its deriva- 
tives, whole ovary and ovarian extracts and a 
special dietary regime 

Investigators do not agree that there is an estro- 
genic hormone in the urine of the hemophiliac 

“BANTI'S DISEASE 

Pathological changes which are in keeping with 
this disease have been produced experimentally by 
obstruction of portal and splenic veins and appeal! 
to be secondary to liver pathology 

The anemia present may be microcytic or ma- 
crocytic. Hemorrhage is the most important factor 
but liver pathology and a disturbance in the func- 
tion of the reticulo-endothelial system are also 
thought to play a part 

Splenectomy is not the accepted treatment as 
previously. The results obtained by workers at the 
University of Michigan as well as by others, do not 
seem to justify the continuation of surgery because 
of the high mortality rate and equally good results 
following conservative measures 


GAUCHER’'S DISEASE 
Three members of a family, a sister, and two 
brothers, were studied by Kveim. The ages were 
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twenty-three, twenty-six and twenty-eight years 
The symptomatology included hepatomegaly, splen- 
omegaly, leukopenia, thrombopenia, an increase in 
the rate of sedimentation, a tendency to bleed, sub- 
periosteal hemorrhages, petechiae on the lower ex- 
tremities and brown discoloration of the exposed 
parts of the body. Gaucher cells were found in the 
bone marrow. In the sister there was a black dis- 
coloration of the instep and leg almost up to the 
knees, apparently associated with the hemorrhagic 
diathesis. 


NIEMANN-PICK’S DISEASE AND SCHULLER- 
CHRISTIAN’S SYNDROME 


Esser isolated diplococci from the blood of his 
patient. 

Radding reported a case in which x-ray therapy 
was used and the patient was living and under 
observation for eleven years. Several authors re- 
ported cases, some with interesting symptoms 


HODGKIN'S DISEASE: LYMPHBLASTOMA 

The disease is shown to involve many different 
organs. It is pointed out that pulmonary lympho- 
granulomatosis may be confused with tuberculosis 
Wile and Stiles observed a case for thirteen years, 
which appeared at first to be a typical case of my- 
cosis fungoides, but finally developed into a typical 
Hodgkin's disease. 

Schwarz stated that pregnancy and high alti- 
tudes are detrimental. He also outlined methods of 
irradiation 

Desjardins has summarized the present status of 
the treatment of leukemia as follows 

In acute leukemia, exposure to roentgen rays or 
radium is seldom followed by perceptible improve- 
ment, and experienced radiologists usually do not 
encourage such treatment. In the subacute form 
cautious treatment, and in the chronic form 
thorough treatment, yield more or less marked im- 
provement for periods varying from months to 
several years. Usually the treatment must be re- 
peated from time to time, depending on the numer- 
ical behavior of the leukocytes and on the tendency 
of the spleen or lymph nodes to enlarge. Effective 
treatment can be given with roentgen rays or ra- 
dium. At the outset, and when extensive areas re- 
quire irradiation, roentgen rays are preferable 

In myeloid leukemia the rays are directed first 
to the spleen, and then, if this is not sufficient to 
reduce the number of leukocytes approximately to 
the normal level, the mediastinum and long bones 
also may be irradiated. When the spleen is large, 
the surface of the abdomen corresponding to that 
organ may be divided into a number of fields, 
approximately ten cm. square, and each field 
should be exposed to a moderate dose of roentgen 
rays. If radium is used to irradiate the enlarged 
spleen, a large pack is required. The effect of treat- 
ment on the leukocytes should be followed closely 
by daily or frequent blood counts. When the num- 
ber of leukocytes diminishes rapidly, the number 
of fields irradiated each day should be correspond- 
ingly reduced; otherwise, an excessive leukopenia 
may result. An abnormally small number of erythro- 
cytes at the outset need not be regarded as a con- 
traindication; under treatment the number of these 
cells tends to increase as the number of leukocytes 
diminishes. After a patient has been treated a num- 
ber of times at intervals of months, the effective- 
ness of treatment tends to diminish; but this varies 
considerably from patient to patient. If the patient 
cooperates faithfully, the disease may often be kept 
under control for prolonged pediods, sometimes for 
many years. 

In lymphoid leukemia the treatment is directed 
first to the main groups of lymph nodes in the 
neck, axillae and groins, as well as to the medias- 


tinal and retroperitoneal lymph nodes. If, by the 
time these several regions have been irradiated, the 
number of leukocytes has not diminished sufficient- 
ly, additional treatment to the shaft of the major 
long bones may have to be given. 


INFECTIOUS MONONUCLEOSIS 

No specific etiologic agent has been discovered 

Leukocytosis accompanied with mononucleosis 
(mononuclear cells which are difficult to classify) 
a characteristic febrile course with adenopathy are 
essential in the diagnosis. Recently, Paul and Bun- 
nell have devised a heterophilic antibody test which 
appears to be practically specific (serum sickness 
to be excluded). 

There is no specific treatment 

AGRANULOCYTIC ANGINA 

Krache and Parker believe that aminopyrine 
alone or in combination, is responsible for the dis- 
ease in a large number of cases. 

Gordon is not in accord 

Jackson stated that aminopyrine has an import- 
ant etiologic significance in some cases, but he ex- 
pressed the opinion that conclusive evidence has 
not demonstrated that it is the sole or even ithe 
major cause of the disease 

Kastlin and also Jackson have made observations 
which indicate that there must be a variability of 
susceptibility in “sensitive” persons if aminopyrine 
plays an important etiologic role in this disease 

Despite various attempts, it cannot be said that 
it is possible to produce true agranulocytosis in 
animals. This is not surprising if it is agreed that 
the condition occurs only in certain persons who 
are susceptible. 

Nonspecific therapy, stimulating doses of roent- 
gen rays, liver extract, adenine sulfate, pentnucleo- 
tide, blood transfusions and leukocytic cream have 
been used as therapeutic agents in this disease. 

Jackson urges that large doses of pentnucleotide 
be administered. He is decidedly against transfu- 
sions. He stated that the most effective therapy for 
the disease at present is as follows: (1) intelligent 
nursing care, (2) adequate fluids and food, (3) care- 
ful avoidance of sepsis, (4) administration of full 
doses of pentnucleotide, (5) the fearless use of such 
surgical measures as would be instituted in a per- 
son with a normal blood and (6) the use of codeine 
as a sedative 


COMMENT: This concludes an abstract of a 
review of hematology covering 310 different articles 
all of which have a bearing on recent advances in 
this field. 





EYE, EAR, NOSE AND THROAT 
Edited by Marvin D. Henley, M.D. 
911 Medical Arts Building, Tulsa 





Conjunctivitis Due to Fusospirochetal Infection. 
John H. Dunnington, M.D., and Devorah Khorazo, 
M.D., New York. Archives of Ophthalmology, 
August, 1936. 


Since it is not a favorable site for the develop- 
ment of such, fusospirochetal infections of the eye 
reported, are comparatively rare. The first such 
case was recorded by Bertozzi in 1907, in a case of 
metastatic ophthalmitis. Wakisaka and Lohlein 
noted the presence of these organisms in cases of 
dacryocystitis. Gifford reproduced these organisms 
from an ulcer surrounding the canaliculus and also 
from a chalazion. Kompanejetz and Seecof recorded 
the presence of this bacilli in an orbital cellulitis 
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secondary to sinusitis. Scholtz in a case of gan- 
grenous conjunctiva after an old injury with a re- 
tained foreign body, recorded the fusiform bacilli 
present 

Five previous cases of conjunctivitis resulting 
from a fusospirochetal infection have previously 
been reported. One case occurred in a girl, age 
fourteen, poorly developed, who lived in a neigh- 
borhood where there was an epidemic of “sore 
throat.” Although negative cultures were obtained, 
it was thought at the time that this was probably 
Vincent's angina. She had a bilateral purulent con- 
junctivitis followed by ulcers of the cornea with 
subsequent dense leukomas and loss of vision. The 
other cases started from a stomatitis; one in a 
physician from saliva from a dental fistula and 
two cases apparently a primary infection, since no 
focus of origin was found 

Some of the forms of treatment mentioned are 
Pregl’s solution (a solution of the sodium salt of 
hydriodic acid and iodic acid with 0.04 per cent 
iodine); 1.5 per cent concentration of zinc sul- 
fate; locally potassium arsenite and intravenous 
arsenic; and one per cent sodium perborate 

The case reported is that of a girl, age twenty. 
She had had a purulent discharge from one eye 
for a period of two weeks due to what she said was 
a “cold.” She had been using a mild silver protein 
instillation which had no effect on the infection 
The condition of the eye when first seen is de- 
scribed. Copper sulfate was used at four-day in- 
tervals for a period of three weeks without appar- 
ent effect. The treatment was then changed to one 
per cent silver nitrate every three days and a mild 
solution of zinc sulfate three times daily at home 
for the ensuing four weeks. During the course of 
this time the infection had remained in one eye 
but there was not any definite improvement noted 
Dark field examination of the secretion revealed 
the presence of a few spirochetes. Stained films 
were made as well as cultures grown from the se- 
cretion obtained from the eye. Polymorphonucleat 
cells, gram-positive diplococci, gram negative bacil- 
li, fusiform bacilli, occasional spirochetes, staphylo- 
coccus aureus and corynebacterium xerosis were 
reported. Noguchi’s medium would not reproduce 
the spirochetes. 

After the laboratory findings were reported the 
treatment was again changed, this time to weekly 
treatment with copper sulfate and in addition one 
per cent sodium perborate in an eyecup three times 
a day. The sodium perborate was used because of 
the beneficial results obtained from it in similar 
infections in the mouth, although there was not 
any record of it having been used previously in the 
eye. It was planned to start with a weak solution 
and gradually increase its strength. The improve- 
ment was so marked that it was not necessary to 
increase the strength. At the end of three weeks 
the eye was greatly improved. At the end of two 
months the eye was practically normal 


Epistaxis in Constitutional Syndrome of the 
Venules. Prof. C. A. Torrigiani, Florence. Ab- 
stracted by Forster and published in the Journal 
of Laryngology and Otology, February, 1935. 
Original article from Acta Oto-Laryngologica, 
XX, 1-2. 

The various so-called haemorrhagic states are re- 
viewed. The anaphylactic group of Schonlein, the 
constitutional thrombopathy of Willebrand, the 
constitutional thrombo-asthenia of Glanzmann, the 
condition called Werlhof's disease and, finally, the 
State of fibrinopoenia of true haemophilia, but the 
speciality of rhinology is mainly interested in 
bleeding due to the fragility of small vessels and, 
further, the syndromes of capillary weakness are 


more likely to interest the dermatologist and the 
internist 

The syndromes which interest rhinologists are 
those which have their pathological basis in the 
fragility of venules of the size and kind whose 
walls are made up of adventitia and endothelium 
and where the fundamental symptom is epistaxis 

The name of Legg of London is mentioned 
amongst those earlier observers who demonstrated 
cases of familial epistaxis, but Osler in 1901 first 
published case records of patients with serious 
epistaxis and who exhibited numerous telangiecta- 
ses of the face, the mouth, the hands, and other 
parts of the body 

Epistaxis is the most common symptom. Exami- 
nation of the blood condition has given no clue to 
the fundamental cause. A number of observers have 
published records of affected families and recently 
Goldstein has collected many from the literature 

In the author's clinic Lunedei has studied a num- 
ber of cases of a different kind; these cases have 
shown epistaxis in infancy and since infancy, a 
tendency to bruising. Nasal varicosities are seen 
which do not contract under the influence of 
adrenalin, and there is a maternal hereditary 
factor. The cases are mostly females whereas in 
the Osler type of case both sexes are affected 
Epistaxis is not so common and occurs in infancy 
and youth in this condition, but in the Osler type 
when the patients are of more certain age, the 
term ecchymitico-telangiectasia is suggested 

Another group of cases is said to be found in 
which these symptoms come on _ intermittently 
This is a passing fragility of venules without a 
blood dyscrasia 

A family showing examples of hereditary bleed- 
ing defect of venular type is described, and the 
variations of the constitutional vein syndrome are 
set out in graphic form at the conclusion of the 
article 


Retrograde Sinus Thrombosis Complicating Pri- 

mary Thrombosis of the Jugular Vein. F. E. Stone, 
M.D., and M. D. Berger, M.D., Brooklyn. Archives 
of Otolaryngology, August, 1936. 


Literature shows only one similar case reported 
in which the diagnosis was made pre-operatively; 
the patient was operated, and lived 

The routes of infection described by the authors 
are:. hematogenous, lymphatic, continuity, ptery- 
goid (anterior-inferior), sphenoid (mesial), aural 
(posterior), tonsillar (postero-inferior), and the 
carotid venous plexus with direct spread into the 
lumen of the cavernous sinus 

CLINICAL PICTURE: The dictum of modern 
surgery is; Pus in the neck usually kills the pa- 
tient by causing edema of the larynx or by bur- 
rowing and then bursting its bounds and flooding 
the larynx, trachea or mediastinum. The authors 
modify this with another grave complication of a 
deep infection of the neck as shown in their two 
cases of retrograde thrombosis of the sigmoid sinus 
secondary to primary thrombosis of the jugular 
vein and infection deep in the neck. Mosher is 
quoted as aptly calling the carotid sheath the Lin- 
coln Highway of the neck. He says that by follow- 
ing this carotid sheath, one can in most cases 
readily reach and drain any purulent collection 
deep in the neck. 

The diagnosis of the condition is next discussed 
If there is a history of a sore throat and apparent 
recovery and at about this juncture there occurs 
the classic sign of sepsis, one should immediately 
examine the neck carefully to determine the source 
of the sepsis. A blood culture may be helpful. A 
tense swelling just behind and below the angle of 
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the mandible, probably accompanied by some 
glandular involvement, should concentrate the ob- 
server's attention here. This may be located any- 
where along the course of the jugular vein. It is 
exquisitely tender and practically never fluctuating 

If the lower part of the neck is involved, spasm 
of the sternocleidomastoid muscle produces a tor- 
ticollis. The presence of trismus indicates extension 
into the pharyngomaxillary space and if this is 
true then one may feel fairly certain that the 
internal juguluar vein is involved. If there is head- 
ache or vertigo, vomiting, and impaired vision, then 
a neurological and eye ground examination should 
be done. An interesting discussion is here given in 
regard to the choking of the disc. 

Abscess or tumor of the brain must be ruled out. 
The Crowe-Beck sign and the Tobey-Ayer test are 
mentioned in connection with this. A sixth nerve 
paralysis is not uncommon. If there is involvement 
of the posterior cranial fossa, the pressure para- 
lyzes this nerve first. 

Roentgenography in the otologic examination is 
of no diagnostic value. Late in the infection, the 
drum membrane may be slightly engorged, the tip 
of the mastoid tender. Hearing remains normal. 
Edema of the eyelids is discussed in an attempt to 
clear the confusion that may ensue after its ap- 
pearance, ethmoiditis being the complicating factor. 

Apropos of therapy the authors quote Thomas 
Yarmody of Denver: “Continue the hot poultices 
to bring fluctuation in deep cervical infection and 
the abscess will probably open about three days 
after death.” Radical surgery is advised, exposing 
the jugular vein from the lobule of the ear to the 
sternoclavicular articulation. In addition to the 
elimination of the focus of infection in as far as 
is possible from the jugular vein, a resection of all 
the large glands is also advised. Cosmetics cannot 
be given much consideration. Intravenous dextrose, 
insulin, and blood transfusions are recommended. 
A total of five cases are reported in detail. 


Craniocervical Movement and Muscle Strength. 
Dr. Samuel M. Weingrow, Bronx, N. Y. The 
Laryngoscope, August, 1936. 


This is a presentation of seven cases accom- 
panied by illustrations and a general discussion. 
The author’s conclusions are as follows: 


1. Due to the frequent recourse to manipula- 
tions of the head and neck by the otolaryngologist 
and neurosurgeon, a proper understanding of the 
neuromuscular mechanism of the craniocervical 
apparatus seems to be indicated in both fields. 


2. Head movements depend upon the action of 
muscle groups whose innervation is supplied by 
cranial and spinal nerves. 

3. The muscle strength, as well as motor ability 
of these muscle groups, is brought into play when 
the head is flexed, extended, bent to either side, 
rotated or when flexion and extension are inde- 
pendently combined with lateral motion. 


4. Flexion and extension of the head are exe- 
cuted by the action of the bilateral muscle groups 
carrying this function. 

5. Lateral motion of the head is executed by 
the unilateral group of muscles on the side to 
which the head is bent. The anterolateral and 
posterolateral craniocervical movements are like- 
wise unilateral in type in contrast to the anterior 
and posterior or flexion and extension of the head 
in which the muscle groups of both the right and 
the left side act in unison. 

6. A better understanding of the types of 
nuchal rigidity of meningitis and meningo-encepha- 
litis, as well as that resulting from the tension of 


inceased intracranial pressure upon the meninges, 
is gained when the mechanism of the craniocervi- 
cal apparatus is analyzed. 


7. Cases of meningitis, brain abscess as well as 
vascular and leutic lesions of the cerebral hemi- 
spheres were presented, and the effects upon the 
craniocervical muscle strength and movement were 
analyzed 

8. A case of hemiplegia due to a cerebral throm- 
bosis was presented and the abnormal craniocervi- 
cal muscle strength on the same side were shown 

9. The craniocervical movements and muscle 
strength are particularly affected in lesions that 
involve the supranuclear motor representations of 
the lower cranial nerves. 

10. When the head of the patient opposes the 
examiner’s hand in the anterior aspect, the pa- 
tient’s chin rotates towards the hemiplegic side 
and contralateral to the lesion. 


11. Head movements that occur in irritative and 
destructive lesions of the brain should be explained 
on the basis of the function of the craniocervical 
system. 

12. A case with a Nothnage! syndrome was pre- 
sented to show the effects of an extrapyramidal 
lesion upon the function of the craniocervical 
structures. 


13. The disturbances in movement and muscle 
strength of the craniocervical apparatus were fur- 
thermore illustrated in mutliple vascular lesions of 
the pons and medulla and compared with the re- 
actions obtained in encephalitic involvements of 
these regions. 

14. Different reactions were obtained in cervical 
spinal diseases depending upon the columns af- 
fected. Thus in the anterior horn pathology, asso- 
ciated with a case of syringomyelia, a different re- 
sponse was elicited from that noted in a case of 
multiple sclerosis. 

15. In a case of multiple sclerosis a clockwise 
and counter-clockwise unilateral head clonus, the 
first one to be presented in the literature, was ob- 
served. 

16. Lesions of the peripheral cervical nerves 
produce a much more circumferential and diffuse 
muscle weakness than that resulting from the 
localized intracranial unilateral lesions. They also 
differ distinctly from the effects upon selective 
nuchal muscle groups as encountered in en- 
cephalitis. 

17. Cases of torticollis, myositis, or cervical 
osteoarthritis can be differentiated from the cranio- 
cervical disturbances of the preceding groups by 
palpation, local tenderness, etc. 

— —EE oO —_ —_ 
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Juvenile Tuberculosis of the Kidney, Diagnosis and 
Treatment. By Charles Pierre Mathe, M.D., 
F.A.C.S., San Francisco, California. Surgery, 
Gynecology and Obstetrics, September 1936. 


In the first paragraph of this article the state- 
ment is made: “Our purpose is to emphasize the 
importance of suspecting tuberculosis of the kidney 
in children presenting cystitis, persistent pyuria, 
and relapsing pyelitis.” It is believed that tubercu- 
losis of the kidney in children is more frequent 
than is generally understood. It is believed that 
many cases of adult tuberculosis of the kidney had 
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earlier silent lesions in childhood which escaped 
attention. 

In a historical note there is a reference to a 
successful surgical removal of the right kidney by 
Couper in 1880, the reason for removal being tume- 
faction of the kidney. This was two years before 
the discovery of the tubercle bacillus by Koch, but 
apparently the reporter assumes that it was a 
tuberculosis of the kidney. The next nephrectomy 
in childhood was reported by Baker in 1882, the 
patient being seven years of age, and the diagno- 
sis tuberculosis of the kidney. There is a reference 
to a report by Hamill in 1895 of fifty-four children 
with renal tuberculosis, most of the cases being 
discovered at autopsy. 

Attention is directed to two generally accepted 
conclusions: (1) The conclusion of Rafin that renal 
tuberculosis is usually unilateral at its onset 
(2) The conclusion based upon the teachings of 
Albarran and Israel that early nephrectomy would 
arrest and cure the greater percentage of uni- 
lateral renal tuberculosis. 

Emphasis is laid upon the wisdom of making 
a technical examination in the case of any child 
who presents evidences of a chronic cystitis, per- 
sistent pyuria or relapsing pyelitis. 

Six cases of unilateral tuberculosis of the kidney 
in children from eight years to eighteen years are 
reported, the group conprising 10.3 per cent of fifty- 
eight patients on whom nephrectomy was per- 
formed at St. Mary’s Hospital, San Francisco, for 
tuberculosis. Four are living and well eight years, 
six years, eleven months, and three months after 
operation. Two died six months and five years, re- 
spectively, following operation because of general- 
ized dissemination. 

In a review of 4,698 cases of unilatral renal tuber- 
culosis it was found that twelve per cent were from 
one year to twenty years of age, and that 0.42 per 
cent were in children from one to five years. “The 
autopsy statistics show that the incidence is much 
higher (twenty-five to thirty per cent). 

The following is the last paragraph of the author's 
summary: 

“Although clinical quiescence and autonephrec- 
tomy have been over-enthusiastically hailed as 
spontaneous healing of renal tuberculosis, nephrec- 
tomy is the treatment of choice in the unilateral 
type in children as well as in adults and, if this 
operation is performed sufficiently early, it is fol- 
lowed by a great percentage of cure.” 

COMMENTS: In the investigation of urinary 
tract pathology, a non-bacterial acid pyuria should 
attract particular attention, and in such a Case a 
search for acid fast bacilli ought to be made. If 
acid fast bacilli are found there ought to be a 
cystoscopic examination with catheterization of the 
ureters and the examination of the urine from each 
one, and at this same time there should be a 
ureteropyelogram of each side. If, after such inves- 
tigation, it is clear that the pathology involves one 
kidney, only, a nephrectomy ought to be done. 

LeRoy Long 


The Acute Gall Bladder. By Frederic Taylor, M.D., 
Indianapolis, Indiana, Surgery, Gynecology and 
Obstetrics, September, 1936. 

In this article there is an attempt, based upon 
the study of one hundred and twenty-nine cases, 
to clarify the symptomatology, to classify the path- 
ology, and to determine whether an early opera- 
tion should be done in the average “acute gall 
bladder.” 

It is indicated that classical symptoms and signs 
are not always present, the statement being made 


that, “a goodly number of patients with very acute 
suppurative and even gangrenous lesions may pre- 
sent few or even none of the classical signs or 
symptoms 


The author states that, “the clinical diagnosis 
of acute cholecystitis, therefore, must rest upon 
an evaluation of the cardinal signs and symptoms 
that are present 


In a table accompanying the article, it is indi- 
cated that upper right abdominal pain, and upper 
right abdominal tenderness were present in prac- 
tically one hundred per cent. Abdominal muscle 
rigidity, involuntary, was present in from seventy- 
one per cent to eighty-three per cent, and nausea 
or vomiting in from seventy-three per cent to 87.5 
per cent. Referred pain to the back, shoulder and 
epigastrium was present in only from fifty to 52.2 
per cent 


There is an attempt to divide the pathology into 
three types as follows: (1) Acute oedematous gall 
bladder (2) Acute suppurative gall bladder 
(3) Acute gangrenous gall bladder; but it is indi- 
cated that at first the symptoms and signs may 
be very much the same in all three types. In this 
situation, the reporter believes that a white blood 
count may be of great importance in making a 
differentiation of the types. In the table mentioned, 
the acute oedematous type showed an average 
W. B. C. of 12,500, the acute suppurative 15,2000 
and the acute gangrenous 20,000 


Three cases of acute oedematous gall bladder 
were operated upon within forty-eight hours with- 
out mortality. Eleven cases of acute suppurative 
gall bladder were operated upon within forty-eight 
hours without mortality. Five cases of acute gan- 
grenous gall bladder were operated upon within 
forty-eight hours with a mortality of twenty per 
cent. 

Five cases of acute oedematous gall bladder were 
operated upon between two and five days after the 
onset without mortality. Nine cases of acute sup- 
purative gall bladder were operated upon between 
two and five days from the outset without mor- 
tality. Six cases of acute gangrenous gall bladder 
were operated upon between two and five days 
after the onset with a mortality of 16.7 per cent 


Nineteen cases of acute oedematous gall bladder 
were operated five days or more after the -acute 
onset, with a mortality of 10.5 per cent. Twenty- 
eight cases of acute suppurative gall bladder were 
operated upon five days or more after acute onset, 
with a mortality of twenty-five per cent. Sixteen 
cases of acute gangrenous gall bladder were oper- 
ated upon five days or more after acute onset, with 
a mortality of 37.5 per cent 

The conclusion reached is that the delay of opera- 
tion past the second day and up to the fifth day of 
the acute disease does not cause increased risk ex- 
cept for the gangrenous gall bladder group. When 
the interval between onset and Operation is five 
days or longer there is a sudden increased mor- 
tality in all groups. 

The final conclusion is that the average acute 
gall bladder should be operated upon within the 
first few days after the onset—certainly under five 
days from the onset. The author says: “The opera- 
tive mortality and that of Zinninger (to whom he 
refers in the article) was not excessive even up to 
and including the fourth day after the acute onset 
After this period, however, the mortality skyrock- 
eted to approximately twenty-five per cent.” 

COMMENTS: The conclusion in this article 
corresponds exactly with our conception of the 
proper treatment of the acute gall bladder 

LeRoy Long. 
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The Use of Contruin in the Treatment of Benign 
Prostatic Hypertrophy. Surgical Clinics of North 
America. William E. Lower. August, 1936. 


The prostrate gland, although probably not part 
of the endocrine system, is maintained by various 
hormones. It is directly affected by testosterone 
and indirectly influenced by the gonadtropic hor- 
mone of the anterior lobe of the pituitary gland. 
In animals, prostatic hypertrophy can be produced 
by the injection of testicular hormone or by the 
injection of pituitary hormone. Many men, after 
they have reached the age of fifty years, appear to 
pass through changes corresponding to the climac- 
teric; after this age, involuntary changes are likely 
to appear in the gonads and, probably as a result 
of this, the pituitary gland is frequently hyper- 
active. It seemed possible to Dr. Lower and his 
associates, some years ago, that these endocrine 
changes might be involved in the production of 
benign prostatic hypertrophy, Since then they have 
carried out extensive animal experimentation and 
this has clearly indicated that this view is probably 
correct and that at least in many cases of pros- 
tatic hypertrophy there is failure of the testes to 
produce a hormone other than testosterone which 
they have tentatively called contruin. These find- 
ings made them think of the possibility of using 
replacement endocrine therapy in the treatment of 
this condition. 

A group of ninety patients have received this 
treatment. All had definite signs of obstruction 
such as hesitancy, slowing of the urinary stream, 
nocturia and frequency. They have felt that the 
type of case in which the medication was most 
applicable was that in which the prostate gland is 
of moderate consistency and movable as determined 
by rectal palpation. Some patients had complete 
retention of urine, whereas others had varying 
amounts of residual urine and nocturnal frequency. 
All patients were carefully studied from the point 
of view of kidney function and endocrine activity. 


In most instances, partial relief of symptoms was 
manifested within a week or ten days after treat- 
ment was instituted. Maximum improvement usual- 
ly occurred from four to six weeks from time treat- 
ment was instituted. No other treatment was used. 

Improvement occurred in fifty-two, or 57.7 per 
cent, of the patients treated. The average age of 
the patient was sixty-eight. 


- 


The author is unable to explain why 42.2 per 
cent of the patients treated did not respond. 

It has been known that approximately twenty 
per cent of the cases diagnosed clinically as be- 
nign prostatic hypertrophy have been proved at 
operation or autopsy to be malignant. A fibrous 
growth would not be suitable for this type of treat- 
ment. Diverticulum of the bladder would not re- 
spond. In the unimproved patients the known 
causes for the failure to obtain satisfactory re- 
sults have been: previous punch operation and cys- 
totomy, sclerotic type of middle lobe, very atonic 
and distended bladder, and associated diabetes. 


The author is unable to explain the exact 
method by which symptoms are relieved. In many 
cases there has been no demonstrable decrease in 
the size of the gland. He believes that the change 
in symptoms is due to the medication that has 
been used but he retains an open mind as to the 
possibility that this group may represent the per- 
centage of patients that would improve under or- 
dinary conditions without medication. He appre- 
ciates the fact that a much larger number of clini- 
cal cases is neccesary before final conclusion can 
be drawn. LeRoy D. Long. 
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The Role of Plastic Surgery in Burns Due to Roent- 
gen Rays and Radium. By Sir Harold D. Gillies, 
C.B.R., F.R.C.S., and A. H. McIndoe, M.Sc., M.S. 
Minn., F.R.C.S., of London, England. Annals of 
Surgery, April, 1935 Vol. 101 No. 4. 


The widespread use of radium and roentgen rays 
as therapeutic agents and their well-recognized po- 
tency for evil as well as for good has not unnatur- 
ally resulted in a considerable number of cases of 
radiodermatitis and radionecrosis. In comparison 
with the enormous number of treatments by radi- 
ation given daily in all parts of the world the 
actual number of cases is small. Yet they constitute 
a definite group of patients and a formidable one 
because of the pain and distress associated with the 
condition, its intractibility to conservative treat- 
ment and its medico-legal importance 

Many of the cases are a legacy of work at a time 
when protective measures were poor and when soft 
rays were in general use. Others occur at the pres- 
ent time due to over-treatment, to inadequate pro- 
tection of the patient or to deliberate heavy dosage 
for malignant disease. This aspect is important for 
it must not be forgotten that in sustaining over- 
dosage effects, many patients have been cured of 
conditions far worse, or at least far more lethal. 

The well-recognized latent period between the 
exposure and the appearance of the dermatitis also 
explains why it is that certain radiumologists de- 
clare that radiodermatitis is today practically ex- 
tinct. He is frequently unaware of having produced 
a burn because it appeared years after the rays 
had been applied and after the patient had dis- 
appeared. In one instance the patient and radium- 
ologist met nineteen years after the original treat- 
ment when the former was being shown at a medi- 
cal congress as an example of plastic treatment of 
radiodermatitis. The radiumologist concerned had 
never known that his patient had sustained a 
serious and disabling burn. 

More than one hundred cases have been seen in 
the last fifteen years and of these about one-half 
have submitted to operation. The subject is one 
that deserves closer attention than it has received 
in the past for an inquiry into the histories of these 
patients shows that the majority have spent years 
and often large sums of money in seeking relief 
by various conservative treatments and have only 
too often been finally told that nothing could be 
done about it. This lack of interest is reflected in 
medical literature where comparatively little has 
appeared in the last ten years. The medical pro- 
fession should appreciate that the condition of 
chronic radiodermatitis is essentially a surgical one 
and inasmuch as a graft of some kind is almost 
always required, it should fall within the field of 
plastic surgery. 

At a recent Radiological Conference in London 
a symposium was held on this subject to which my 
colleague, Mr. A. H. McIndoe, and I contributed 
The clinical aspect was dealt with by Professor 
N. S. Finzi. We wish to present to you a further 
report on our experience in this condition and 
where necessary have drawn freely on the contri- 
butions of others at that conference 

ETIOLOGY 

The effects described are purely and solely the 
result of roentgen rays or gamma rays upon the 
cells of the radiated tissue, but it is important to 
point out that radiation from other sources may 
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intensify this effect. Thus, ultraviolet light given 
before or after quite normal doses of roentgen 
rays may cause typical roentgen ray damage of 
considerable degree. Infra-red rays and strong sun- 
light may have the same effect 

The practical point emerging from this is that 
ultraviolet light or infra-red rays or indeed sun- 
bathing should not be advised before or after any 
operation on these patients. Finzi emphasizes the 
danger of treating roentgen ray burns, keratosis o1 
epitheliomata with full doses of radium: for while 
a temporary good result may be obtained, the cum- 
ulative ray damage is consequently of very severe 
degree and disastrous results are produced. 


PATHOLOGY 

The destructive effects of roentgen rays and 
gamma rays are attributable to two processes 

(a) Vascular obliterative changes in the arteries, 
veins, capillaries and lymphatics resulting in the 
interference with nutrition of the skin. Wolbach 
showed that the deep skin and the subcutaneous 
tissues received the brunt of the injury and that 
an obliterative endarteritis results, by whose steady 
progress the latent period is explained 

(b) Loss of function of the cells in the radiated 
area, according to the particular susceptibility of 
the cells and the intensity of the radiation: Re- 
generative capacity is reduced to its lowest point 
or disappears altogether. This influence is most 
marked on specialized cells and least on the fibro- 
blast. The anemic necrosis produced by these pro- 
cesses is peculiar in that no definite line of de- 
marcation forms as in ordinary anemic gangrene 
and there seems to be sufficient vascularity in the 
surrounding areas to keep the devitalized tissue 
from dying outright. Where definite ulceration has 
occurred, there is inadequate reaction on the part 
of the surrounding tissues to cast off the slough 
and it often remains as a yellow fibrinous mem- 
brane covering the exquisitely painful and sensi- 
tive ulcers. Although these ulcers may, if treated 
with extreme care, heal for a time, they more fre- 
quently break down, especially under the influence 
of secondary infection 

THE ACUTE LESION; After an excessive single 
dose which produces acute necrosis, the lesion con- 
sists of a central slough where the more intens¢ 
rays have produced massive cell death, surrounded 
by an extensive zone of inflamed skin where ihe 
less powerful rays have produced circulatory and 
functional changes without actually killing the cells 
en masse. During this period when gangrene is 
marked and secondary infection is a prominent 
feature, the inflammatory reaction is so wide- 
spread that no pathologic or surgical] line of de- 
marcation between healthy and devitalized tissue 
can be defined. Indeed, none exists and at varying 
periods fresh sloughing may occur 

THE CHRONIC LESION: When the chronic 
lesion follows an acute necrosis the passage ol 
months or years allows a slow contraction and ab- 
sorption to take place. The ulcer shows very littk 
evidence of repair, and its indolent painful base, 
devoid of all granulations, remains covered by a 
yellow crust from beneath which a serous dis- 
charge slowly oozes. As the full force of radiation is 
usually felt in the ulcerated area, fixation of the 
base to deeper structures such as muscle and bone 
is not uncommon and in not a few instances the 
latter may lie exposed and occasionally seques- 
trates. Muscles and tendons appear dull white and 
completely fibrosed, though preserving their shape 
and form. When the chronic lesion is due to re- 
peated small doses, the sequence of events is char- 
acterized by an insidious change in the quality 
and function of the skin and by a slow depression 
in its vitality. Some or all of the peculiar features 


of telangiectasis, pigmentation, thickening and 
scarring of the corium, atrophy of the skin with 
disappearance of the sweat glands and sebaceous 
glands and the hair follicles, cracks and fissures, 
keratoses and malignant growths, make their ap- 
pearance. When the balance between regeneration, 
tissue vitality and resistance to infection is upset, 
intractable ulceration makes its appearance. Not 
all the cases progress to ulceration though it might 
fairly be said that except in the very slight cases 
one cannot foretell those which will not eventually 
do so. The ray damage is cumulative, the oblitera- 
tive process progressive and the latent period may 
vary from three or four months to twenty years 
PARTICULAR FEATURES 

(a) Telangiectasis These appear from one to 
two years after the initial ray damage, although if 
radiation is intense, they may start within four 
months. In the milder cases there is a tendency 
for them to disappear after four or five years. They 
may involve only a few vessels and small patches 
or they may become confluent and cover a large 
area with a continuous sheet of dark red vessels 
The skin itself after the appearance of telangiecta- 
sis is never normal, though the change in its 
texture may be difficult to detect. According to 
Finzi they appear to be much more common afte! 
exposure of full doses every three or four weeks 

(b) Pigmentation This is a constant accom- 
paniment in almost every case and varies in 
amount according to the patient's skin. As the skin 
changes become more pronounced and atrophy 
more severe, it tends to become patchy in distri- 
bution 

(c) Atrophy of the Skin: The skin acquires a 
curious, smooth, wrinkled, papery character, indi- 
cating that the sweat sebaceous glands and hair 
follicles are completely destroyed. Study of the 
condition of the skin at this stage impresses one 
with the danger of attempting epilation by roent- 
gen rays 

(d) Thickening of the Skin: With the slow es- 
tablishment of the well-developed chronic form of 
dermatitis the whole thickness of the skin becomes 
involved so that it feels hard and leathery and as- 
sumes a mottled appearance due to a patchy pig- 
mentation; cracks tend to appear in this thickened 
dry skin and may eventually form small -lineat 
ulcers 

‘e) Keratose Wart-like excrescences common- 
ly seen on the hand may follow both acute’ and 
chronic radiodermatitis. In the former they rarely 
tend to become epitheliomatous, In the latter there 
is a distinct tendency for epithelioma to develop 

It is important to emphasize these points, first 
to make clear the restricted field for conservative 
treatment and secondly to indicate the necessity 
for adequate excision of all the devitalized tissues 
at a suitable time in order to prepare a healthy 
foundation for grafting 

INDICATIONS FOR OPERATION 

Not all roentgen ray burns demand immediate 
surgical treatment. Many of the milder cases heal, 
become quiescent and remain symptomless, leaving 
nothing but a patch of telangiectasis or mildly 
thickened skin. Again, acute massive necrosis 
should be for a time conservatively treated until 
the extent of the gangrene is determined and sec- 
ondary infection has subsided. In my experience 
about one-half of the cases presenting themselves 
for treatment are considered operable for the fol- 
lowing reasons 

1. Pain, Itching, Ulceration: As a rule, with 
chronic ulceration the patient complains of exquis- 
ite pain which produces a condition of mind and 
body miserable in the extreme. In the telangiectatic 
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and rind-like areas an intolerable itching may 
drive a patient to despair. The relief of pain and 
irritation and the mental improvement which us- 
ually follow immediately the area is excised are 
most striking. 

2. Deformity from Contraction As a rule, this 
is very much less marked than with burns by fire, 
owing to the complete absence of keloid and the 
smaller amount of fibrous tissue formed. This is 
most frequently met with in patients who have 
undergone extensive treatment for diseases, such 
as lupus, which by themselves produce contraction. 
It is rather a feature of the condition treated than 
of the treatment. In the neck a certain amount of 
retraction of the chin and eversion of the lower 
lip may take place. Contraction deformities also 
occur in the neighborhood of the eyes and nose. 

3. Cosmetic Appearance: The unpleasant and 
disfiguring appearance of the skin, especially on 
exposed parts, in the milder degrees of burn unac- 
companied by ulceration can frequently be greatly 
improved by grafting. A knowledge of the ultimate 
cosmetic appearance of grafts of various types is 
essential in settling this question. 

4. Epitheliomatous Change: Only in long-stand- 
ing ulcerative radiodermatitis is cancer prone to 
supervene, but the possibility of its presence can 
never be excluded by superficial inspection. Micro- 
scopic examination of the excised areas should, 
therefore, never be omitted. 

CONCLUSIONS: Very satisfactory results are 
obtained by excision of the affected areas in old 
burns from radium and x-ray and the immediate 
application of skin grafts. Grafts about the face 
naturally do not in every respect resemble the nat- 
ural skin, hence the patient should be told in ad- 
vance the truth of the situation. 

The relief of pain, itching and burning by opera- 
tion is really miraculous. 

As stated, operations cannot be undertaken in the 
presence of infections or necrosis. The correction of 
contractures is much easier and much more satis- 
factory than a great many cases that have been 
burned by other agents. 


a a 





ORTHOPAEDIC SURGERY 


Edited by Earl D. McBride, M.D. 
717 North Robinson Street, Oklahoma City 











Knochencyste Bei Enchondrom Des Femur. Resek- 
tions-Plastik. (Bone Cyst in Enchondroma of the 
Femur. Plastic Resection.) E. Looser. Deutsche 
Ztsehr. f. Chir., CCXLIV, 321, 1935. 


The first explanation of the occurrence of bone 
cysts was given by Virchow, who found cartila- 
ginous tissue in the neighborhood of a cyst in the 
humerus. Later, however, Virchow’'s conception was 
entirely abandoned. Looser has observed a case 
which proves that Virchow’s idea is correct, at least 
in a small number of cases. 


The patient, a male, now nineteen years old, had 
had a left-sided limp of many years’ duration, 
with weakness of the left leg. The family history 
was negative. At the age of eleven, a roentgeno- 
gram had been taken which showed an irregular 
bony structure in the proximal end of the femoral 
diaphysis. Tuberculosis was suspected. Heliotherapy 
was instituted for a few weeks. One year later, 
the patient suffered a fracture of the femur while 
skiing. A roentgenogram showed a_ pathological 
fracture through a bone cyst. This fracture healed 
within ten weeks without shortening. One year 
later, an incision was made in the cyst wall, and 


the pathological report was ostitis fibrosa cystica 
(some islands of cartilage were found in the sec- 
tion). Three years later, the patient was admitted 
again with pain in the thigh, following forceful 
strain of the hip region. The roentgenogram showed 
the bone cyst still present. With the electric saw, 
a slice of bone, fourteen and one-tenth centimeters 
long, was removed. A multilocular cystic lesion was 
encountered, which was surrounded in part by bony 
tissue and in part by cartilaginous tissue Half a 
year later, a fracture occurred through the cystic 
area. At operation, the upper half of the femur 
was resected and a tibial bone graft (twenty-three 
centimeters long, two centimeters wide, and one 
centimeter thick) was implanted. Solid union had 
occurred eight months following the operation. One 
inch of shortening is present, but the patient has 
good use of the extremity. 


Weitere Untersuchungen Uber Luxatio Patellae 
(Further Studies of Dislocation of the Patella). 
O. Kapel, Acta Chirurg. Scandinavica, LX XVII, 
296, 1935. 


Follow-up examinations were made on thirty- 
three patients with forty-two knees upon which 
operations had been performed. In four unilateral 
cases the dislocations were chronic. After a variety 
of operations three of these were cured. One of 
these cases, that of a congenital dislocation, re- 
curred at once after a Hubscher-Krogius operation. 
The writer advises against operation in the chronic 
case if the symptoms are not distressing. 

Of the twenty-nine patients upon whom thirty- 
eight operations for recurrent dislocation of the 
patella had been performed, four were operated 
on by a variety of methods with one failure and 
one fair result. Thirty-four operations were per- 
formed as follows: twelve by the Krogius technique; 
twelve by a combination of the methods of Krogius 
and Goldthwait; and ten by capsulorrhapy com- 
bined with the technique of Goldthwait. 

The cases are reported in detail with the late 
results. In the ten cases in which the Goldthwait 
technique was used alone, there were six cures and 
four failures The other twenty-four cases, operated 
upon by the Krogius or combined methods, includ- 
ed one immediate failure and one poor result with- 
out actual redislocation. The other results were 
good and these two methods are highly recom- 
mended 

In a group of fifty-five traumatic dislocations 
collected from histories in the Copenhagen hos- 
pitals, fifty per cent of the cases were followed by 
habitual recurrences and twenty-five per cent by 
other difficuluties; only twenty-five per cent of 
the patients were without complaint. A complete 
tear of capsule and synovia was found in three 
cases operated upon soon after traumatic disloca- 
tion. The writer advises primary suture to avoid 
recurrences. The mechanism of causation is dis- 
cussed 


The Influence of the Thyroid Gland on the Nature 
of Bone Callus. I. A. Shtshervina. Soviet Surg., 
X, 29, 1935. 

A series of experiments on rats were undertaken 
with the purpose of establishing the influence of 
the thyroid-gland secretion on the physical prop- 
erties of callus. The resistance to tension, strain 
and compression was investigated. The following 
were the conclusions reached: 

The removal of the thyroid gland retards re- 
generation of bone. Newly formed bone is less re- 
sistant. Transplantation of the thyroid gland 
shortens the time of regeneration and makes the 
regenerated bone more resistant, approaching the 
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strength of bone in control animals, The trans- 
plantation of the thyroid gland with a simultaneous 
transplantation of cartilage under the skin pro- 
duces a callus equal in strength to, and even sur- 
passing, callus in control animals. These results 
require further clinical investigations 


O 


Lip Reading and Intelligence Quotient of 
Hard of Hearing Child 


Aphrodite J. Hofsommer, Webster Groves, Mo., 
(Journal A. M. A., August 29, 1936), says that re- 
cent surveys in the public school system of the 
United States revealed that three million of the 
fifty million school children, or six per cent, have 
imperfect hearing. This paper is a preliminary pre- 
sentation of the scholastic and personality changes 
attendant on the irremediably hard of hearing 
child. Such a child often develops an inferiority 
complex or becomes an introvert with its usual 
characteristics, or an aggressive bully, bidding for 
the center of attraction by lying, stealing and so 
on. If the hard of hearing child is not early recog- 
nized as such and helped, he falls behind in the 
class room. The author states that in the public 
schools of Webster Groves, in St. Louis County, the 
following program has been in effect for the past 
four years: During the first two months of the 
school year every child from the third grade 
through high school is tested with the 4-A phono- 
graphic audiometer. With this instrument it is pos- 
sible to test as many as forty children at one time 
Those below the third grade who are believed to be 
hard of hearing, because of slow progress or per- 
sonality changes, are tested individually. Thess 
youngsters use the head phone in the usual manne! 
but speak the numbers heard instead of writing 
them. Thus varying degrees of deafness are de- 
tected from the very start of school life. Those 
consistently showing a hearing loss then receive 
a special examination of nose, throat and ears by 


the school medical inspector to eliminate impacted 


cerumen. A further check on hearing is made with 
the 2-A audiometer. Parents are notified of the 
hearing loss and advised to consult an otologist for 
correction when possible. Meanwhile lip reading 
instructions are begun by teachers trained at the 
Central Institute for the Deaf of St. Louis. After 
from one to three years forty-seven per cent 


showed an increase in their intelligence quotient 
41.1 per cent showed no change, and 11.7 per cent 
showed a drop in their intelligence quotient. In 76.4 
per cent definite class room improvement was 
made, and all showed marked betterment in be- 
haviorism. In contrast, another group of hard of 
hearing children who refused lip reading showed 
no increase in their intelligence quotient during 
the same period, but seventy-five per cent showed 
a drop; only 18.7 per cent made class room im- 
provement, and all were character problems 


oO 


Why Mead Johnson & Company Cooperates 
With the Council 


Voluntarily, we market only Council-Accepted 
products because we have faith in the principles 
for which the Council on Pharmacy and Chemistry 
(and the Council on Foods) stand 

We have witnessed the three decades during 
which the Council has brought order out of chaos 
in the pharmaceutical field. For over thirty years 
it has stood—alone and unafraid—between the 
medical profession and unprincipled makers of 
proprietary preparations 

The Council verifies the composition and analysis 
of products, and substantiates the claims of manu- 
facturers. By standardizing nomenclature and dis- 
approving therapeutically suggestive trade names, 
it discourages shotgun therapy and self-medica- 
tion. It is the only body representing the medical 
profession that checks inaccurate and unwarranted 
claims on circulars and advertising as well as on 
packages and labels 

The Council cooperates, through the N. N. R 
and in other ways, with the U. S. Pharmacopoeia 
Board, testing and evaluating scores of new pro 
ducts which appear during the ten-year interim 
between Pharmacopoeial revisions 

We are conscious of the fact that the Council 
has at times been criticized both in and out of the 
medical profession. We hold no brief for perfection 
in any human agency. But we ubscribe to the 
fact that the work of the Council is sound in prin- 
ciple; and in this high-pressure day and age, we 
shudder to think of a return to the proprietary- 
medicine-quack-nostrum conditions of over thirty 
years ago, and when there was Babel instead of 
Council 
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